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SECTION ONE: Professional Audit
PERSONAL STUDY PROGRAMME
PSYCH D IN CLINICAL PSYCHOLOGY: 
CONVERSION PROGRAMME
Name: Jenny Petrak
Date of Registration: 25 April 1994
Registration Number: 3316394
1. Overall Aims and Objectives
i) To attain greater professional competence in order to enhance the 
contribution of clinical psychology to health care.
ii) To produce a portfoho of study, practice and research that will 
demonstrate increased competence in each of these three areas.
iii) A two year personal study programme tailored by audit to professional 
needs and demands.
2. Academic
2.1 Aims
Prime aim:
To enhance academic competence in three specialist areas of clinical psychology so as
to develop the services offered by the department or the profession.
Additional aims:
i) To enhance academic knowledge in clinical psychology in relation to
provision of services within genitourinary medicine (GUM) and HTV 
clinics.
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ii) To critically evaluate the diverse range of psychological theories, therapies
and measures developed for the assessment and treatment
of people presenting with specific problems in GUM and HTV clinics.
iii) To examine the possible applications of such theories, therapies and 
measures in the assessment and treatment of people who present with 
psychological and physical difficulties in a medical setting.
2.2 Objectives 
Prime objective:
To complete three critical academic reviews, one for each of the three specialist areas. 
Additional objectives:
i) To use the information gathered to provide the rationale for provision of new
services and improvement of existing services within the clinical psychology 
service to the GUM and HTV clinics. ‘ '
ii) To disseminate such academic knowledge within the multi-disciplinary 
team and outside the service by teaching presentations.
iii) To use such academic reviews to make recommendations for future areas of
research within the service as indicated by gaps in the existing literature.
2.3 Rationale
The Ambrose King Centre offers routine outpatient genitourinary medicine services 
and specialised inpatient and outpatient care to people with HTV infection. Clinical 
care is provided to a large multi-ethnic community in East London and over 45,000 
new attendances are registered each year. Clinical psychology is a specialised resource 
within this and dissemination of psychological knowledge will be useful to the multi­
disciplinary team dealing with individuals with complex physical and psychological 
presentations. Academic reviews will also provide the basis for protocols for the 
development of specialist clinic services and enhance the knowledge of those providing 
such services. The reviews will be available for information to all staff at the Ambrose 
King Centre and will also form the basis for teaching presentations.
2.4 Plan
Three academic reviews will be presented as follows:
i) Current trends in the psychological assessment and treatment of victims of 
sexual violence
ii) A critical review of current research in psychological care in HIV and 
AIDS presented at the 2nd International Biopsychosocial aspects of 
HIV infection conference, July 1994, Brighton, UK
iii) Critical and conceptual issues in the treatment of psychosexual problems
in a transcultural setting
3. Clinical  /
3.1 Aims
Prime aim:
To develop the services offered by the department or profession.
Additional aims:
i) To enhance and develop the provision of clinical psychology services
as a whole within the GUM and HIV clinics.
ii) To develop specialist services which will include clinical psychology
input appropriate to specific presenting problems in the GUM clinic.
3.2 Objectives
Prime objective:
To present a dossier on clinical activity that will describe service developments
undertaken and their psychological framework.
Additional objectives:
i) To increase personal understanding of the process of service 
development, ie. researching the needs of target population, 
knowledge of existing treatment models, writing bids, evaluating 
services offered.
ii) To develop the clinical psychology service including the creation
of additional posts and of specialist placements in GUM and HIV for 
psychologists in third year clinical training.
iii) To develop clinic protocols which will be used to place purchase bids
with the regional health authority and increase income generation for 
the service.
iv) To increase the overall attractiveness of the GUM service to users via 
marketing of specialist clinic services provided by clinical psychology.
3.3 Rationale
The clinical psychology post at the Ambrose King Centre remained unfilled for 
approximately six months prior to the current postholder taking up the post in March, 
1994. It is, therefore, necessary to 're-educate' the Centre regarding the role of clinical 
psychology both as a clinical and research resource early on and to plan for the 
development of this service as a whole. A specific need for specialist services for 
sexual assault and psychosexual problems has been highlighted by Consultant GUM 
physicians and clinical psychology consulted to play a key role in co-ordinating and 
evaluating these services. In addition, the demand on the clinical psychology service 
suggests a need for ongoing audit to provide the justification for additional resources 
and staff within the clinic and to set standards for service provision.
3.4 Plan
The above aims and objectives will be achieved as follows:
i) To develop a service protocol and to audit the clinical psychology service as a 
whole to the Ambrose King Centre and to use this as the basis for planning 
future input and development of new posts and specialist placement.
ii) To develop clinical psychology services within specialist areas of the 
GUM clinic including:-
* Sexual assault - examination of needs of the population
- service development bid
- service protocol
4.0 Research
4.1 Aims 
Prime aim:
Either to increase research competence so as to develop the services offered by the 
department or profession, or to increase the knowledge available to the department or 
the profession.
Additional aims:
i) To pilot a clinical assessment protocol including standard psychological
measures for female survivors of sexual assault.
ii) To examine the relationship between aspects of sexual assault and
psychological functioning.
4.2 Objectives
Prime objective:
To develop a research dossier, part of which will be the original MSc dissertation, 
which will either make evident increased research competence or will present a 
contribution to knowledge.
Additional objectives:
i) To use the assessment protocol and the outcomes of research to 
improve the delivery of medical and psychological services for 
women who have been sexually assaulted.
ii) To make a contribution to knowledge on the psychological 
consequences of sexual assault and to disseminate findings via 
presentations at scientific meetings and publications.
iii) To develop statistical knowledge and research design skills including 
the use of packages, ie. SPSS for Windows.
4.3 Rationale
The Ambrose King Centre offers a multi-disciplinary clinic (Rose Clinic) for women 
who have been sexually assaulted or raped whether this was a recent event or occurred 
some time ago. The Rose Clinic aims to innovate and contribute to knowledge of the 
assessment and treatment of victims of sexual assault. There is a paucity of published 
research in the U.K. on the psychological sequelae of sexual assault. The present 
study will develop an assessment protocol and database (on SPSS) to underpin the 
working of the Rose Clinic and enable ongoing data collection. Standard 
psychological measures will be used including a semi-structured interview for post- 
traumatic stress disorder. These measures may assist clinicians in identifying 
psychological disturbance early on in assessment, thereby enabling such individuals to 
access psychological support which may reduce the long-term morbidity associated 
with sexual assault. Initial findings will be reported at a multi-disciplinary conference 
on sexual assault in September, 1995 organised by the Rose Clinic, Metropolitan 
Police and associated with the British Postgraduate Medical Foundation.
4.4 Plan
Data will be collected over a one year period. Recruitment will be from new attenders 
of the Rose Clinic and informed consent obtained. Participants will be interviewed on 
their second clinic visit. The assessment protocol will include:-
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i) a semi-structured interview (including details of the sexual 
assault, reporting to police, medical and other agencies, 
response/aftermath, medical/psychiatric history)
ii) standardised measures of post-traumatic stress disorder and 
other mood disturbance
It is anticipated that approximately 25-50 women will be recruited over the study time 
A data base will be established on SPSS to enable the data to be analysed 
quantitatively (correlational statistics). The assessment protocol will also be evaluated 
for possible clinical usefulness to be instituted as part of the routine assessment offered 
by the Rose Clinic (along with a medical protocol).
5.0 Portfolio outline
The portfolio will contain three dossiers each made up of the academic, clinical and 
research requirements of the conversion programme. The general theme of the 
portfolio is developing the role of clinical psychology within Genitourinary and HIV 
Medicine. In addition specialised areas of work within this setting will be presented 
including psychosexual problems and sexual assault.
6.0 Suggestions for training events
6.1 Lectures and seminars
adult survivors of sexual abuse
neuropsychology and specialist areas 
models of health behaviour
psychiatry primer - DSMIV, drugs and PSE
Post-traumatic Stress disorder
service evaluation and audit
personality disorder
6
6.2 Workshops
cognitive-analytic therapy
research design and statistics 
SPSS
6.3 Other
peer led seminars
supervision and problem-solving groups
Signed. ........................Participant
S i g n e d . . . .   Head of clinical department
Signed .............................................Course Director
RECORD OF CONTINUING PROFESSIONAL 
DEVELOPMENT 
PsychD conversion course: April 1994 - March 1996
The PsychD conversion programme was part of a programme of continuing 
professional development (CPD) for which approximately one session per week was 
allocated. Further CPD activities during the period of registration include the 
following:
(i) attendance at SPSS and qualitative statistical analysis workshops run by the 
department of Psychology at Surrey University
(ii) attendance at local and national conferences organised by the BPS Division of 
Clinical Psychology HIV/AIDS Special Interest Group (also chaired and 
assisted in organising as Committee member for past two years), e.g.
* Suicide and HIV/AIDS
* Quality of Life
* Cultural issues in working in HIV/AIDS
* Women, children and HIV
* Working with different therapeutic approaches in HIV/AIDS
(iii) AIDS Impact: 2nd International Biopsychosocial aspects of HIV infection
conference, July 1994, Brighton, UK - two abstracts presented:-
Petrak J, Henshaw P and Hedge B. ‘Patterns of use of a psychology ‘walk-in’ 
clinic for people with HIV infection’
British Psychological Society HIV/ADDS Special Interest Group: Presented by 
Sherr L, Quinn S, Petrak J, Henshaw P, DuPlessis S and Wanigratne S. 
‘Counselling HIV testing and behaviour change’
(iv) Sexual Assault Conference: Training days in clinical forensic medicine and 
research, London, September 1995. Assisted in organising and presented:- 
Petrak J. ‘Psychological sequelae of sexual assault’
(v) Attended and presented at weekly medical department lectures and workshops 
and at monthly Infection and Immunity Psychology department meetings
(vi) Attended one day workshop organised by the Naz Project: Sexuality 
in South Asian cultures
(vii) Attended one day conference on Domestic Violence organised by the St. 
George’s Hospital Conference Unit
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SECTION TWO: Academic Dossier
REVIEW I
CURRENT TRENDS IN THE PSYCHOLOGICAL ASSESSMENT AND 
TREATMENT OF VICTIMS OF SEXUAL VIOLENCE
Jenny Petrak 
Psych D in Clinical Psychology 
Conversion Course 
University of Surrey 
12.12.94
Introduction
Sexual assault represents a major crime against the person from which recovery is 
often traumatic. Research into the psychological sequelae of sexual violence has only 
become established within the past twenty years (Burgess and Holmstrom, 1974; 
Kilpatrick et al, 1987; Koss and Harvey, 1991). Studies describing specific 
psychological interventions to assist victims through recovery are even more recent 
(Frank et al, 1988; Foa et al, 1991; Resick and Schnicke, 1992). This paper will focus 
primarily on adult sexual violence and will exclude studies of the psychological 
assessment and treatment of survivors of child sexual abuse and incest. Literature 
regarding the psychological sequelae of sexual assault and models relevant to the 
assessment of victims will be reviewed followed by treatment studies. Most of the 
existing literature deals with female victims of sexual violence and there is little 
available research on psychological interventions directed at male victims. It may be 
that the general psychological principles highlighted in treatment studies may be 
applicable to both men and women, although there has been little mention of this issue 
in the literature. In addition, much of the literature available on sexual assault 
originates from the United States and the applicability of these studies to other 
populations is not known. It is also important to note that in many of the studies 
which follow rape and sexual assault are used interchangeably and may be broadly 
defined. Many do not specify how rape and sexual assault are defined and may 
therefore include forms of sexual coercion other than or in addition to a legal definition 
of rape (i.e. penile-vaginal penetration). Therefore prevalence figures of rape and 
associated psychological phenomena are likely to vary within populations. This paper 
will present a review of current knowledge on the psychological assessment and
, H
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treatment of adult victims of sexual violence including consideration of difficulties in 
this area of research and future research directions.
Prevalence
Precise figures of the prevalence of sexual assault are not known, although several 
large scale U.S. studies suggest that approximately one in four women may experience 
rape or attempted rape at some time in their lives (Russell, 1984; Koss et al, 1987). 
A survey questionnaire distributed to 2,000 women in London found that 17% 
reported completed rape (60% of these were marital rape) and a further 20% had been 
victims of attempted rape (Hall, 1985). There is little research on the prevalence of 
sexual assault in men aside from a few reports on prison populations (Isely, 1991). A 
recent survey of outpatients attending a Genitourinary Medicine clinic in central 
London suggests that approximately one in four women and one in ten men report a 
history of sexual assault at some time in their lives (Petrak et al, 1995). National crime 
statistics suggest the incidence of sexual assault is increasing (Keating et al, 1990). 
However, such statistics only represent the minority of people who have experienced 
sexual assault due to under reporting to police and whether or not a legal definition of 
rape (ie. penile-vaginal penetration) is used to define the statistic. There is as yet no 
legal definition of male rape, although there are currently moves to change this.
Sexual assault is thus common in our society and the medical and psychosocial 
consequences are wide ranging. These may include physical injury, sexually 
transmitted diseases, risk of pregnancy, gynaecological trauma, medically explained 
and unexplained somatic symptoms, chronic illness, emotional disturbance, sexual 
dysfunction, suicide, and substance abuse (Koss et al, 1991; Golding, 1994). Recent
12
studies suggest that a history of sexual victimisation may be associated with overall 
increased health and medical system utilisation (Koss et al, 1990).
Psychological sequelae
Most studies of psychological trauma as a result of sexual violence make a distinction 
between short and long-term effects. Burgess and Holmstrom (1974) termed the acute 
traumatic reaction of sexual victimisation as the ‘rape trauma syndrome’. The 
description of this syndrome was based on similarities of response observed in 109 
child, adolescent, and adult victims who had been subjected to forced sexual 
penetration presenting to an emergency hospital department. They described the core 
feature of anxiety in the rape trauma syndrome to be "a subjective state of terror and . 
overwhelming fear of being killed" (Burgess and Holmstrom, 1974). The syndrome is . 
divided into two phases; the acute or disruptive phase which can last from days to . 
weeks and is characterised by general stress response symptoms, and the second phase 
characterised by the process of reorganisation, during which the victim has the task of j  
restoring order and a sense of control in his or her world. This second phase may last 
from months to years. This early conceptualisation of the stress response to sexual 
assault has shown to be consistent with the diagnostic criteria of post traumatic stress 
disorder (PTSD) of the DSM-III-R within the major category of anxiety disorders 
(Burgess & Holmstrom, 1986). PTSD consists of four major criteria including:- 1) 
that the precipitating stressor has to be of significant magnitude; 2) re-experiencing of 
the trauma occurs in some way; 3) avoidance of stimuli associated with the trauma or 
numbing of general responsiveness; and 4) persistent symptoms of increased arousal 
(DSM-III-R; American Psychiatric Association, 1987). In a prospective study 
Rothbaum et al (1992) found that 94% of women who had been raped within the
13
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previous two weeks met the symptomatic criteria for PTSD, and that 47% of victims 
still suffered from the disorder three months after the assault. The lifetime prevalence 
of PTSD in a community sample of rape victims was 57%, and in the same study 
PTSD criteria was met by 17% of victims, on average, 17 years postrape (Kilpatrick et 
al, 1987).
PTSD is the most frequently observed disorder that develops as a result of sexual 
assault, but other psychological disturbance may include depression, suicidal ideation 
and attempts, self-esteem problems, fear, interpersonal difficulties, and sexual 
dysfunction (Resick, 1990). Research on the extent of depression in victims of sexual 
assault suggest that this reaction may resolve within months postrape (Frank et al, 
1984), while other research suggest more chronic depressive reactions. Thus, Resick 
(1988) found that rape victims reported significantly more depression than other crime 
victims 18 months after the incident. Rates of suicidal ideation and attempts are of 
serious concern in survivors of sexual violence, and Kilpatrick et al (1985) found that 
19% had made a suicide attempt, and 44% reported suicidal ideation in a large-scale 
survey of women who had been raped.
Psychological models of response and recovery
Two recent models have been put forward to account for individual differences in 
response and recovery patterns following sexual violence. Both may have something 
to offer in understanding the process of psychological assessment and treatment of 
victims. Koss and Harvey (1991) present an 'ecological model' of rape trauma which is 
concerned with the interrelationships among the characteristics of the person who has 
been victimised, the rape event that has occurred, and the social environment in which 
recovery takes place. According to this model, individual posttraumatic response and
14
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recovery is influenced by a variety of personal, event, and environmental factors. 
Personal variables include the age and developmental stage of the victim; relationship 
to the offender; ability to identify and use available social support; and the meaning 
that is assigned to the event by the victim, family and friends, and by others such as 
police and medical personnel with whom the victim may come into contact with in the 
immediate aftermath of the sexual assault. Event variables may include the frequency, 
severity, and duration of the trauma, and the degree of physical violence and life-threat 
endured by the victim. Environmental variables may include the setting in which the 
violence occurred, prevailing community attitudes and values about sexual assault, and 
the availability and quality of victim care and advocacy services. This model also 
includes consideration of 'compounded' reactions to rape. Burgess and Holmstrom 
(1974) described a 'compounded' reaction in the immediate aftermath of rape in which 
the victim experiences not only recent rape-related symptoms but also experiences 
reactivated symptoms related to previous physical, psychiatric, or social difficulties or 
earlier episodes of sexual abuse.
Assessment of such variables are clearly clinically useful in understanding the meaning 
attached by an individual to traumatic events but the ' ecological model1 has not as yet 
been empirically tested as to whether assessment of person, event, and environmental 
variables may predict individual variations in response and recovery from sexual 
assault. This model also attempts to account for victims who do receive clinical care 
and those who do not (with these two groups further divided into those who recover 
and those who remain symptomatic following sexual assault) but it is not clear how 
individual variation in recovery is determined from response to the trauma. This is, 
however, an important issue for research and Koss and Harvey (1991) raise questions
15
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whether, for example, victims who recover without intervention possess either specific 
recovery skills or have particular resistances to trauma, or a combination of the two. 
Another model of response to sexual assault is based on information processing theory, 
and from which a specific intervention, cognitive processing therapy, has been 
developed for victims of rape (Resick & Schnicke, 1993). Information processing 
theory has been proposed to account for the development and maintenance of PTSD in 
victims of crime (Foa et al, 1989), and as an explanation for depression (Beck et al, 
1979) and fear (Beck & Emery, 1985). The basis of information processing theory is 
the process by which information is encoded, stored, and recalled in memory. This 
theory as applied to rape suggests that how an individual processes the traumatic 
experience is dependent on his or her existing schemata. Thus, for example, a woman 
who had not experienced rape may have existing schemata based on stereotypes and 
information presented in the media (e.g. women are raped by strangers in isolated 
places) and/or beliefs such as 'it couldn't happen to me' and 'bad things only happen to 
bad people'. The negative event of rape causes conflict to any such prior schemata, 
and the individual is left with no simple way to understand and categorise the 
experience and to deal with the strong affective responses. Prior research supports the 
importance of attributional style in that women who were raped in situations they had 
believed to be safe experienced more adverse reactions than women who suspected 
their situations were dangerous (Schepple & Bart, 1983), or similarly, PerlofF (1983) 
found that women who believed themselves to be invulnerable to crime had more 
difficulty recovering from the event than those women who believed they were as 
vulnerable as anyone else. Resick and Schnicke (1992) also demonstrate how the 
concepts of assimilation and accommodation apply when a person is exposed to
16
schema-discrepant information (such as rape). They suggest assimilation is often 
observed when victims blame themselves for being attacked or not resisting 
successfully, question whether the event actually occurred, or develop amnesia for all 
or part of the assault. Thus, the event is assimilated into existing schemata. 
Accommodation, which involves integration of the event into the individual's view of 
the world, may be maladaptive in some victims where they may never feel safe, feel 
unable to trust anyone or feel increased fear (overaccommodation). The goal of 
cognitive processing therapy is, thus, to "assist the client in refraining from assimilating 
(distorting the event to fit prior beliefs) and in accommodating schemata to the new 
information without overaccommodating "(Resick & Schnicke, 1993).
Unlike previous psychological interventions which have been used with rape victims, 
cognitive processing therapy was developed by Resick and Schnicke (1992) 
specifically tailored with material relevant to victims of rape. They suggest that there 
is little evidence of the effectiveness of any therapeutic approach from previous 
studies. Nevertheless, since cognitive processing therapy combines both cognitive and 
exposure-based therapies which have been attempted with rape victims, it is worth 
examining some of the earlier studies here.
Psychological interventions
Cognitive-behavioural methods have been the main focus in research on treatment 
outcome with victims of sexual assault. Such research have focused on various 
rape-related symptoms such as fear and anxiety, avoidance patterns, depression, 
and social and sexual functioning as treatment targets. Studies vary in their 
choice of intervention and these have included systematic desensitization, 
cognitive therapy, behavioural group therapy, and stress inoculation therapy.
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Although rape crisis centres commonly use individual crisis intervention and supportive 
psychotherapy, there is little documentation regarding their effectiveness. 
Exposure-based treatments based on behavioural theory have been implemented with 
rape victims but these reports are based on small case numbers and lack control or 
comparison groups. For example, Turner (1979), in a series of nine cases, found that 
systematic desensitisation (SD) reduced fear, anxiety, and depression. Frank and 
Stewart (1983) also reported successful outcomes using SD with a sample of 17 sexual 
assault victims. In the latter study, some patients received treatment immediately 
following the rape, and improvement may have reflected the natural symptom 
reduction over the first few months which can occur following assault. Resick et al 
(1988) point out that one of the problems in using SD, which is usually focused on 
reducing a targeted fear, is the likelihood of multiple phobias developing which would 
require multiple hierarchies and extended therapy to treat.
Nevertheless, further evidence for the efficacy of SD is suggested by Frank et al (1988) 
in which 84 female sexual assault victims were randomised into two groups: 
cognitive-behaviour therapy (CBT) and SD. They also compared immediate-treatment 
seekers (mean of 20 days post-rape) to late-treatment seekers (mean of 129 days post­
rape) by the two different treatment conditions. No difference between SD and CBT 
were detected and both the early- and late-treatment seekers showed clinically 
significant improvement by the end of treatment. The improvement evidenced by 
delayed treatment seekers (who were more symptomatic than early treatment seekers 
at initial assessment) suggests that both treatments produced active change. The 
authors' suggest the lack of difference found between the two treatment conditions 
may be attributed to that an essential feature of both is the extent to which these
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treatments give the individual a sense of control over her emotional reactions (and 
given that a cardinal feature of the rape experience is the complete loss of control in an 
area, sexuality, where we expect to have control). They also suggest that the action- 
oriented nature of the therapies may be a helpful factor, in that they give the victim 
something to "do" about what has happened to her (Frank et al, 1988).
The use of implosion (prolonged imaginai or in vivo exposure to disturbing fear cues) 
to treat rape-related nightmares has been studied and successful outcomes reported 
(Haynes and Mooney, 1975; Rychtarik et al, 1984). Kilpatrick et al (1982) have 
criticised the use of implosion or flooding in the treatment of assault victims because of 
the aversiveness of the procedure to patients, its narrow focus (i.e. anxiety as the 
target for change to the exclusion of irrational cognitions), it may result in an 
inappropriate reduction of anxiety to non-consensual sex, and that it fails to address 
the development of coping strategies.
Stress inoculation training (SIT, Meichenbaum, 1977) has been adapted and 
demonstrated to be effective for rape victims who exhibited persistent fear in several 
uncontrolled investigations (Pearson et al, 1983; Kilpatrick and Amick, 1985). SIT 
consists of training in fear management techniques such as relaxation and cognitive 
coping strategies, and consists of three phases: education, skills building, and 
application of skills. Two studies have used SIT in comparison to other treatment 
approaches. Resick et al (1988) compared three types of group therapy conditions, 
SIT, assertion training, and supportive psychotherapy plus information, with a waiting- 
list control group. All three treatments were equally effective in reducing rape-related 
fears and anxiety, and to a lesser extent problems with self-esteem, self-concept and 
depression. There was no change evident in the wait-list control group. Foa et al
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(1991) point out that the above study did not include measures of PTSD symptoms, 
and did not control for overlap of procedures among the various treatment procedures 
(e.g. elements of exposure were included in two treatments). In attempt to counter 
some of these limitations found in previous studies Foa et al (1991) compared the 
efficacy of SIT, prolonged exposure (PE), and supportive counselling (SC), to a wait­
list control where all patients were at least three months post-assault and all met the 
diagnostic criteria for PTSD. All four groups improved significantly at post-treatment 
but SIT improved significantly more than SC and WL on PTSD symptoms. At 3 
month follow-up PE subjects continued to improve with regard to PTSD symptoms, 
while SIT showed no change and SC improved marginally. The authors suggest that 
the procedures included in SIT produced immediate relief, as they are aimed at anxiety 
management but that subjects may not have continued to employ SIT techniques after 
treatment ended. They also hypothesised that PE may lead to permanent change in the 
rape memory (e.g. habituation to feared stimuli, changes in the negative valence 
associated with fear responses, and réévaluation of the probability of threat in feared 
situations) and hence to enduring gains (Foa et al, 1991). However, neither SIT nor 
PE were superior to SC or waiting list on measures of fear, anxiety, or depression. 
Taken together the results from the above treatment studies do not entirely support the 
use of one therapeutic approach over another and various factors such as appropriate 
control groups, the timing of the sexual assault in relation to when treatment is offered, 
various therapy durations, and the difficulty of having no measure of pre-rape 
psychological functioning, make research in this area problematic. As mentioned 
above, Resick and Schnicke (1993) have more recently developed a therapeutic 
approach, cognitive processing therapy (CPT), combining both exposure-based and
20
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cognitive therapies with material especially tailored to the needs of rape victims in an 
attempt to remedy some of the problems encountered in previous studies using existing 
treatment procedures. Evaluation of CPT is still ongoing but the authors report 
promising results. An initial study using CPT offered in a group format compared to a 
wait-list control, reported that CPT subjects improved significantly from pre- to 
posttreatment on both PTSD and depression measures and maintained their 
improvement at 6-month follow-up whereas the comparison sample did not change 
(Resick and Schnicke, 1992). Later results using a larger sample size suggest that 
whereas 96% of the women met criteria for PTSD at pre-treatment, 88.4% no longer 
met the full criteria for PTSD at posttreatment, and only 8% continued to evidence 
PTSD at 6-month follow-up (Resick and Schnicke, 1993). The authors' have 
produced a treatment manual which includes detailed session by session instructions 
including the use of homework assignments (Resick and Schnicke, 1993) which clearly 
fills a gap in the existing literature on the psychological assessment and treatment of 
victims of sexual assault. However, the efficacy of CPT in comparison to other 
treatment approaches has yet to be researched, and there is no data available on the use 
of CPT with rape victims in the United Kingdom as yet.
Conclusion
Literature on the psychological assessment and treatment of victims of sexual assault 
has grown in the last twenty years. There remain, however, many difficulties in 
research in this area. If, as recent prevalence studies suggest, as many as one in four 
women and one in ten men may experience sexual assault at some point in their lives, 
this clearly represents a significant proportion of the population. Psychologists and 
other health care professionals are clearly not seeing the extent of the problem in
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clinical practice and it is unlikely that current resources would be adequate to meet this 
demand if we were. There is, perhaps, a clear role for clinical psychology in providing 
consultancy based on accumulated knowledge from psychological theory and research 
into adult sexual victimisation to non-statutory organisations working directly with 
individuals. There is also a need for further psychological research into the assessment 
and treatment of women and men (whom appear to have been excluded from this 
research so far) who have experienced sexual assault. Key areas to be addressed in 
research should include evaluating variables associated with differences in victim 
response and recovery and the capacity for seeking help. Validation of standard 
psychological screening measures for post-traumatic stress disorder and other 
psychological disturbance associated with the aftermath of sexual assault should also 
be addressed in future work. Treatment studies do not tend to address the question of 
which aspects of the treatment offered were more or less useful to participants and this 
may also be an important area for future research to address. Finally, future research 
should be initiated in United Kingdom populations where as yet little is known about 
the impact of sexual violence on physical and mental health.
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Introduction
In this paper select presentations at the 2nd International Conference on the 
Biopsychosocial Aspects of HIV infection will be reviewed. Over two hundred oral 
presentations a day in the form of plenary sessions, symposia, workshops, in-practice 
sessions, and poster discussions were presented over four days. Over one thousand 
delegates from various statutory and non-statutory agencies involved in research and 
care in HIV/AIDS attended. Presentations were included from medical and social 
researchers from Europe, Africa, South Asia, North America, South America, and 
Australia. People living with HIV infection and AIDS were also represented at the 
conference both as speakers and conference delegates. As noted in previous 
'International' conferences a predominance of research was presented from countries 
where English is the first language particularly from the United States and the United 
Kingdom. This may of course also reflect resources. Clearly to be truly 'Internationa! 
such conferences should ensure facilities for presentations to be presented in different 
languages but unfortunately this did not occur. Nevertheless, the conference provided 
a rare opportunity to hear of psychological work in HIV/AIDS being carried out in 
countries other than the UK. Due to the vast amount of information presented at the 
conference papers selected for this review are limited to areas of particular interest 
which psychologists are currently addressing. These papers were also selected by the 
author as representing generally a higher quality of research with more explicit 
statement of aims, methods and results than other papers presented at the conference 
which unfortunately often presented anecdotal material. Thus papers addressing
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quality of life, psychological problems and their treatment, suicide, death and dying, 
and issues particular to women with HIV infection are reviewed below.
Quality of Life
Twenty nine presentations used 'quality of life' as a keyword. The subject was 
addressed by at least one plenary speaker, and was the subject of an entire symposium, 
workshop, and in-practice session. Quality of life' (QOL) is often mentioned in 
presentations on HIV/AIDS in the context of quantity versus quality of life, although 
few have attempted to define it. There was an encouraging plenary address by Albert 
Wu from the U.S. who attempted to define the multi-dimensional concept of quality 
of life' (Plenary Address 1). Wu et al (1991) devised the Medical Outcome Study 
(MOS) which is now a widely used quality of life questionnaire in HIV research. Wu 
makes the important point that measures of QOL can be used to assess and improve 
treatments, services, and care for people with HIV infection. Thus, QOL measures 
should encompass human experience and a person's assessment of that experience 
including physical function and symptoms, emotional status, cognitive functioning, and 
sense of well-being. Wu suggests that assessment of QOL should include concepts 
such as life satisfaction, sense of control, self-esteem, spiritual fulfilment, a sense of 
community and security, and appreciation and pleasure. He identifies four groups of 
factors which affect a person's QOL, but which are not themselves QOL. These are: 
1) Personal factors including health behaviours, adherence, intimate relationships, 
coping, social status, educational and work level, economic resources, standard of 
living, and leisure and recreation; 2) Social and familial factors including social 
network and support, and those close to the individual; 3) Societal factors including 
housing, environmental milieu, opportunity, and political system; and 4) Health care
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factors including availability, accessibility, and quality of care (Plenary 1). The 
research presented in the QOL sessions did not always adhere to the complexity of the 
concept as defined by Wu earlier. Attempts to measure this complexity were wryly 
described by one speaker in the session as 'Death by Questionnaire'. The statistical 
complexity in some of the QOL studies unfortunately tended to obscure the ' human 
experience' dimension of the concept. Studies reported mental health correlates of 
QOL (Rubin et al, S4.1; Rapkin, W6.4; Shapiro, W6.6), effect of drug treatments on 
QOL (De Boer et al, S4.2), effect of disease progression on QOL (Burgess et al, S4.4; 
Revicki and Wu, S4.5; Wu, W6.3; Lubeck, W6.2), and QOL in different populations 
affected by HIV (Smith et al, S4.3). Rubin et al (S4.1) report an association between 
depressive symptoms and worse health related QOL, and conclude that greater efforts 
to detect and treat depressive symptoms may have important effects on QOL. Smith 
et al (S4.3) report worse health related QOL in inner city HIV-seropositive women 
associated with increased drug use, greater physical symptoms, and lower CD4 counts 
measured over time. There was no association with QOL and sociodemographic 
variables including age, race, and educational level. The association between measures 
of QOL and disease progression and/or markers of immune system functioning such as 
CD4 counts continues to be of research interest despite varying results. Burgess et al 
(S4.4) report Quality of Life predicts changes in CD4 counts' boldly in the title of 
their talk, but then conclude that the change is small. Thus, they found a decreased 
QOL score over a 12 month period to be associated with the equivalent of 12 T-cells 
difference or 5% of the variance of CD4 count. They report a stronger correlation 
between psychological aspects of QOL and CD4 decline than with physical aspects of 
QOL.
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The continued emphasis on CD4 count as the sole marker of immune system function 
has been criticised in recent years. For research purposes it is a convenient measure 
but often does not reflect individuals' physical health since CD4 counts often vary 
enormously from one time of measurement to another, and a low CD4 count does not 
always mean poor health or that a diagnosis of ADDS is immanent. It continues to be a 
measure which in clinical experience often causes anxiety in patients and physicians 
continue to use it as a marker to enter patients on drug trials irrespective of that the 
person may have good clinical signs of health at the time and thereby reinforcing the 
'sick role*. It is unlikely that the association between only CD4 count and QOL and 
other psychological measures will be of much clinical significance. More fruitful 
directions of work for psychologists interested in QOL might be to measure 
interactions between this concept and psychological interventions and other aspects of 
coping behaviour.
Psychological problems and therapeutic interventions
Papers were presented more frequently on the epidemiology of various psychological 
problems in people with HTV infection and make recommendations for various 
therapeutic interventions but very few studies were presented which evaluated 
psychological interventions. Choice of interventions studied tended to reflect the 
theoretical orientation of different providers of care, for example, Latin American and 
French papers reported the use of psychoanalytic concepts such as Jungian dream 
analysis and Rorschach tests (Abelhauser et al, P108; Afrano SanfAnna, PI 15; 
Malafronte et al, PI 16), whereas UK and other European countries presented 
cognitive-behavioural models of intervention (Maasen, P041B; Thornton et al, P026; 
Husler, P I00). Self-help organisations presented peer-education models of counselling
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(McClure, PI 14; Newton et al, P137), and there were several reports of group 
interventions for families (Melvin et al, W7.1; Appleby and Melvin; P I22; Moore and 
Heymann, P I24) and sero-discordant couples (Gazarik and Fischman, S7.4; Remien et 
al, S7.5). Few studies used control groups and there continues to be little available 
data on comparisons between interventions. Husler (PI00) presented results from a 
comparison of Rodgerian therapy and an intervention based on cognitive-behavioural 
models with HIV-infected persons and suggested the latter intervention was more 
successful in achieving mood change. Further issues concern who delivers 
psychological and counselling interventions and to whom. People with HTV infection 
are not a homogenous group and interventions need to be tailored to the needs and 
specific difficulties of, for example, gay men, children, women, heterosexual men, 
families, adolescents, drug users, people of different cultural and educational 
backgrounds, people living in deprived inner city areas and people living in rural areas. 
There was some consideration of providing for diverse groups of people affected by 
HIV, for example, Stevenson et al (S5.6) reported a successful outcome of a brief 
behavioural skills training programme to reduce HTV risk behaviours for chronic 
mentally ill outpatients. Ellis et al (IPS.5) reported on a well-attended psychotherapy 
group with HIV infected methadone patients. Hicks et al (W11.4) presented a paper 
entitled 'Complex issues in psychotherapy of HIV-infected gay men' but this was based 
at an U.S. Army Medical Centre. In this setting there is mandatory HTV testing of 
army personnel and if an individual is HTV positive they must sign a statement that they 
will inform sexual partners and stop unsafe sex. Punishment is severe if individuals are 
found to transgress. Hicks reported that individuals were obviously extremely hesitant 
to reveal their route of HIV infection since laws against homosexuality in the U.S.
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army mean immediate expulsion. It is somewhat difficult to imagine how Hicks et al 
manage to offer psychotherapy to any HDTV-infected army personnel at all given the 
punitive nature of the system and consequent difficulty individuals might have 
disclosing their HTV status (and their 'route of infection1) and accessing any form of 
medical and psychological care. Nevertheless, they advocated ' 12 step1 programmes 
and sexual addiction groups for dealing with compulsive sexual behaviour. The latter 
appears to be the main focus of their therapeutic intervention and there was little 
mention of other psychological problems.
It is generally agreed that psychosocial support is part of good practice in HIV clinical 
care and that counselling interventions have much to offer in prevention programmes. 
Nevertheless, their continues to be a lack of outcome research in these areas and little 
agreement of how such services are best delivered. Maybe this lack of consensus is 
inevitable given the international and heterogeneous spread of the HTV epidemic. The 
conference did present some notable community-based counselling initiatives in Africa, 
U.S.A. and other areas (eg. Muriuki, IP7.6; Friedmann et al, IP3.1; Byangire and 
Kagwa, S6.6; Romano and Cherry, W7.3) and it is encouraging to discover what 
groups of individuals are trying to accomplish in face of the devastation that HTV has 
brought to some of these communities.
Suicide
One afternoon workshop was directed towards the clinically relevant topic of suicide 
and AIDS. Beckett et al (W2.1) from the U.S.A. presented an interesting paper 
exploring the role of QOL, hope, religiosity, social support, physical pain, depression, 
and suffering in suicidal ideation among persons with AIDS, people with asymptomatic 
HTV, persons with terminal cancer, and persons with chronic but non-terminal medical
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illness. Preliminary data was presented suggesting no difference on psychiatric 
disorder between the groups but the AIDS group were higher on the Beck 
Hopelessness scale and more likely to consider suicide and euthanasia as an option. 
Furthermore, the ADDS group reported a lower sense of well-being than non-AIDS 
groups but were more willing to take life-prolonging treatment even at the cost of 
worth health. The AIDS group were less willing to trade away six months of life for a 
greater sense of well-being.
Reasons for committing suicide in the AIDS group were in rank order: 1) losing 
mental capacities; 2) physical deterioration; 3) losing control; 4) physical pain; 5) 
being a burden to loved ones; 6) becoming dependent; 7) financial problems; and 8) 
feeling depressed. This study is likely to yield further relevant findings when the full 
results are published and it should be commended on using non-AIDS comparison 
groups. There is very little published work comparing psychological sequelae between 
AIDS and other terminal illnesses but such research is obviously important in, for 
example, learning from other approaches to terminal illness or debunking myths that 
people with ADDS have pre-existing psychological pathology. Unfortunately there was 
limited time allotted to discussing the meaning of these findings but issues like young 
age, stigmatisation, cognitions about disease and treatment, and the variety of 
symptoms that affect people with ADDS may have accounted for some of the 
differences between the groups.
A study from Russia reported a 53.5% rate of suicidal ideation in 225 men and women 
with HTV infection and 13 of these patients went on to make 15 suicide attempts 
(Belyaeva et al, W2.2). The authors' conclude a high rate of psychological disturbance 
is found in HTV seropositive patients. This study highlights the problem mentioned
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above consequent of not using comparison groups and the extent to which health 
professionals themselves may contribute to further stigmatising HIV and AIDS. In any 
case their actual rate of suicide attempts is 5.8% of the study sample which is low.
One further study which generated much discussion was on physician assisted suicides 
(PAS) (van Ham et al, W2.4). PAS are legal options for persons with terminal illness 
in the Netherlands and the authors' reported that 25% of persons with AIDS choose 
to end their life this way. The authors' report a decrease in suicide attempts but 
suggest that factors such as better information and self-help groups may account for 
some of this decrease. PAS is achieved by the patient orally consuming a lethal 
medication which they report ends life in three minutes. This study did not go into 
much depth over how the decision to end life by PAS is made, excepting psychiatric 
assessment of mental state, and consequently generated greater controversy not 
actually reflecting the practice of PAS which is a well-established in the Netherlands. 
It would be interesting to know if there is a study looking at the psychological 
consequences of being involved in the decision making of PAS.
Death and dying
A workshop on death and dying presented studies of variable quality and relevance. 
For some reason mortality data from AIDS in Rio De Janeiro (Katja et al, W9.5) was 
presented alongside psychological studies of AIDS bereavement. In the latter area two 
studies will be reviewed. Coyle and Wright (W9.1) from the UK presented a 
qualitative study on AIDS-related bereavement amongst sixteen gay men. Although 
the in-depth nature of qualitative research may not always lend itself well to short 
conference presentations, the authors' make a number of clinically relevant 
observations from their interviews. Firstly they found that although AIDS-related
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bereavement resulted in grief reactions similar to those reported from other forms of 
bereavement, the experience was qualitatively different because of the social stigma 
associated with AIDS and gay sexuality. Most respondents had experienced multiple 
bereavements (range 1-15 deaths, mean 3.9 per person) and were therefore having to 
also cope with a deficit in their social validation and support. Coyle and Wright 
recommend psychological interventions which enable incorporation of bereavement 
into the person's existing world view. This latter recommendation could be interpreted 
as meaning that the concept of'resolution' in bereavement may be incongruent in that 
person's world view iÇ for example, they are themselves HTV seropositive and/or many 
of their social network are affected. This observation could be equally relevant to 
some intra-venous drug user (IVDU) networks, and families and persons from 
countries of high HTV prevalence although their study was focused on gay men. 
Folkman et al (W9.2) reported on identifying psychosocial predictors of depressed 
mood in 110 male (37 HTV positive, 73 HTV negative) bereaved caregiving partners of 
men with AIDS. Caregivers were assessed at four months before and six months 
following the death of their partner. They found that depressed mood prior to death of 
the partner was not related to post-loss depressed mood in either group although high 
levels of depressed mood were likely throughout the first six months bereavement. 
After six months an improvement in mood was seen in 2/3 of bereaved partners. The 
authors' note a number of variables associated with better recovery including 
perceiving the positive aspects of caring and paradoxically a higher level of pre­
bereavement depression. Cognitive escape-avoidance pre-loss contributed to post-loss 
depression including increased self-blame and distancing. The authors' emphasised the 
need for bereavement research to consider perceptions of meaning of loss, being a
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caregiver, and coping as opposed to traditional mental health variables. This is also a 
clinically relevant point since their research suggests that a pre-loss psychological 
intervention might be better directed at facilitating positive aspects of caregiving and 
coping as opposed to trying to resolve depression (or 'pre-grieving').
Women and HIV infection
In the last few years the problems faced specific to women with HTV infection has 
received increasing attention at conferences and in the literature. There were many 
descriptive reports of the issues facing women with HTV and AIDS in different 
countries particularly focusing on difficulties women have in negotiating safer sex, 
effect of poverty and stress, health system utilisation, care-giving and children, and 
HTV testing in ante-natal clinics (e.g. Eastwood et al, W3.3; Gendron et al, S9.4; 
Matida et al, S9.5; Chester et al, S10.1). Studies of note included a report by Basche 
et al (S7.6) which looked at the effect of domestic violence compared between HTV 
positive and HTV negative women. The authors' suggest that an increased risk for 
domestic violence is found in groups where HTV is more prevalent. This statement 
was not the subject of study by the authors' and this proposed link is probably 
dependent on the population studied which in this study was a U.S.A. inner city, low 
socio-economic and multi-racial group. Nevertheless the authors' found an escalation 
of domestic violence during pregnancy in both groups but significantly an increased 
rate of domestic violence against HTV positive women in the year after pregnancy as 
compared to matched untested and HTV negative women. They found that the 
majority do not seek medical care for even severe injuries and suggest that the 
disclosure of HTV seropositivity to partners may exacerbate or precipitate domestic 
violence. It was not clear from the study when HTV positive women were tested but
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as there is an increased risk of domestic violence associated with pregnancy this is an 
issue that should be considered in the practice of ante-natal HTV testing. Gender 
violence as another of the many possible issues facing women with HIV infection has 
received little attention in the literature to date and the study by Basche and Partridge, 
although only involving small numbers, is a reminder to clinicians, perhaps particularly 
those involved in the drive for 'routine' ante-natal HTV testing, of social effects 
beyond the diagnosis.
The practice of testing for HTV infection in women attending ante-natal clinics 
generated several studies highlighting associated problems. These included the lack of 
confidentiality in ante-natal services (Feldman and Crowley, IP8.4), lack of information 
or poor recall of information about HTV and HTV antibody testing (Aston, IPS.5; 
Helps et al, S 10.6), and inadequate pre- and post-test counselling and inadequate 
training regarding the practical and psychological implications of being HTV positive in 
ante-natal clinic staff (Chester et al, S10.1). All of these studies were U.K based and 
at least in this country are leading to changes in how HTV testing is carried out in 
women attending ante-natal clinics particularly in the introduction of for example, 
specialist ante-natal HTV counsellors in some services (Chester et af S I0.1).
Generally the sections on women and HIV infection at this conference highlighted 
perhaps more than any other factor the effect of poverty on individuals ability to cope 
with the medical and psychological consequences of HTV infection both in this country 
and world-wide. This is a sobering reminder to those of us involved in psychological 
care of the limitations of individualist approaches to a social and political issue.
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Conclusions
In this paper a select number of papers presented at the 2nd International conference 
on the Biopsychosocial Aspects of HTV infection in July 1994 have been reviewed. 
This review did not include the many reports on HTV prevention strategies, risk 
behaviours, condom usage, and different approaches to quality of care. These are 
areas that psychologists have been involved with in research and policy development 
since the beginning of the HTV pandemic. The stark reality for most NHS clinical 
psychologists involved in HTV care (of which there are still relatively few) is that we 
are primarily offering direct psychological support to a high and increasing number of 
men, women and children infected and affected by HTV and AIDS perhaps leaving 
little time for the larger work of attitudinal and policy change with which the 
psychological impact of HTV infection might be lessened. Thus the studies selected on 
quality of life, psychological therapies, suicide, death and dying, and women with HTV 
infection for inclusion in this paper are hopefully those which reflect concerns relevant 
to direct psychological work. The conference represented a unique opportunity for 
dissemination of biopsychosocial work in HTV and AIDS which may otherwise become 
overshadowed at other conferences by medical research in this field. The inclusion of 
many speakers who spoke of their personal concerns of living with HTV infection and 
AIDS brought to this conference a humanistic reminder to professionals in this field on 
the limitations of the 'scientific approach1 and a challenge to orthodox methods of care 
and research. It would be encouraging to see similar developments in medical and 
psychological approaches to other physical conditions. There is an urgency in work in 
HTV and AIDS which often means that research becomes dated fairly quickly, 
nevertheless the impact of some of the work presented will continue to be relevant
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until the next biopsychosocial conference is held in 1997 and as long there remains no 
significant medical interventions in HTV and AIDS.
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Critical and conceptual issues in the treatment of psychosexual problems in a 
transcultural setting
The past thirty years has seen a rapid increase in the literature about sexual dysfunction 
and its clinical management. Methods of sex therapy derived from the work of 
Masters and Johnson (1966; 1970) continue to be the mainstay of clinical management. 
These methods largely reflect a Western definition of sexuality and sexual behaviour 
and yet there has been little questioning of their efficacy within different cultural 
groups. There is a paucity of literature available on cross-cultural aspects of sexual 
problems. Sex therapy texts recommend acknowledgement of cultural values and 
ethnicity in considering treatment approaches (e.g. Hawton, 1985; Bancroft, 1983) 
and a few researchers have attempted to evaluate the efficacy of sex therapy across 
cultures (e.g. d’Ardenne, 1986; Gupta et al, 1989; Avasthi et al, 1994). There is now 
a greater emphasis on increasing accessibility of all health services to ethnic minorities 
(King’s Fund Centre, 1982). However increasing accessibility by itself particularly in 
the area of sexual dysfunction services without consideration of appropriateness and 
acceptability of the services on offer to different cultural groups is unlikely to be 
sufficient. Sexuality and sexual functioning are infused with political and sociocultural 
values and any therapeutic approach will need to attempt understanding in this context. 
In this paper understanding of some of the issues in transcultural psychosexual therapy 
will be attempted through critical discussion of the literature. It should be noted 
however that although often treated as such in the literature, culture is not 
homogenous and within one ethnic group there may be many different attitudes, 
beliefs, religions, languages and customs.
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Sexual functioning is described by Masters and Johnson (1966) in terms of the four 
phases of the ‘human sexual response cycle’: excitement stage, plateau stage, orgasm 
stage and resolution stage. Various modifications of this cycle are presented (e.g. 
Kaplan, 1976; Cooper, 1988) but it is clear that current definitions of sexual 
dysfunction are largely derived from Masters and Johnson’s work. Thus according to 
the DSM IV of the American Psychiatric Association (1994): “a sexual dysfunction is 
characterised by a disturbance in the processes that characterise the sexual response 
cycle or pain associated with sexual intercourse”. Most practising therapists would 
classify sexual problems in males and females in terms of disorders of sexual desire, 
sexual arousal, orgasm and sexual pain (Bhugra & de Silva, 1993). Masters’ and 
Johnson’s original work has been criticised on the methodology by which they derived 
their conclusions about human sexual behaviour and approaches to treatment of sexual 
problems (e.g. Pryde, 1989; Zilbergeld & Evans, 1980). Firstly, Masters and Johnson 
(1966) derived their observations of the human sexual response cycle in laboratory 
studies of sexual activity which included masturbation, artificial intercourse (with 
plastic penises) and heterosexual penetrative sexual intercourse. An underlying 
assumption is, thus, that sexual response observed under laboratory conditions can be 
extrapolated to sexual response in ‘natural’ situations. Secondly, little information is 
provided on their procedures and method of evaluation and no measures of treatment 
success are given (only failure rates without defined criteria) (Zilbergeld & Evans, 
1980). Thirdly, their treatment data was collected from a culturally homogeneous 
population (d’Ardenne, 1988). That is Masters’ and Johnson’s (1966, 1970) data on 
human sexual response and sexual therapy were collected mainly from white, 
heterosexual, well educated, middle class couples. Of central importance in Masters
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and Johnson’s approach to sex therapy is the emphasis on teaching the giving and 
receiving of pleasure; pleasure becomes the sexual goal (LoPiccolo & Heiman, 1977). 
Clearly this was a radical departure from previous approaches to sex therapy which 
heeded traditional religious and procreative rationales for sexual activity. The Masters 
and Johnson’s approach to sex therapy has been hailed as the most effective 
psychological treatment available for couples who seek help for sexual disorders 
(Hawton, 1989). It is, however, deeply imbued with a particular cultural viewpoint 
(e.g. ‘sexual freedom’ of the late 1960’s and 1970’s in the West) and its suitability 
across cultures may be questioned by an examination of the meaning of sexual 
functioning and sexual dysfunction in other cultures.
Of the limned literature available on cross-cultural issues in sex therapy most relates to 
male problems and South Asian ethnicity. The exception to this is literature relating to 
female circumcision. Female circumcision is widely practiced in African countries and 
to a lesser extent in Asia and is deeply imbued with cultural meanings linked to 
women’s sexuality and reproductive role. Much of the literature refers to the physical 
complications and legal and ethical issues assoicated with female circumcision although 
there are a few reports of consequent sexual and psychological difficulties (Toubia, 
1994). Toubia (1994) suggests that difficulties in developing sexual identity may be 
even greater for circumcised women having immigrated to societies where the 
procedure is not performed. These reports are however anecdotal and Toubia (1994) 
points out that it should not be assumed that all women have sexual difficulties 
consequent on female circumcision.
Differences between Western and non-western approaches are illustrated by accounts 
of Asian beliefs about sexual dysfunction provided by Bhugra and Buchanan (1989);
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Bhugra and de Silva (1993) and Gupta (1994). Hindu beliefs about male sexual 
problems are based on the ancient Indian system of medicine, Ayurveda. Muslim 
beliefs are based on a similar system known as Unani. Ayurvedic medicine is widely 
practised in the Indian sub-continent and among expatriates in other parts of the world. 
In Ayurvedic medicine illness is characterised by an excess or deficiency in bodily 
humours (breath, phlegm and bile) and treatment is aimed at restoring balance in these 
(Bhugra & Buchanan, 1989). Sexual problems are generally perceived as part of a 
larger index of general health. According to Ayurvedic texts, impotence is classified 
into four types secondary to: 1) semen conditions^ 2) penile conditions, j)  old age, 
and 4) excessive semen loss. The first two of these conditions can be caused by a 
range of causes such as excessive sexual intercourse, wrong foods, excessive exercise, 
extra-vaginal intercourse (i.e. masturbation, bestiality), grief, and excessive anger. 
Excessive semen loss may be caused by worry, grief, jealousy, apprehension, 
drunkenness and inappropriate foods. Semen is viewed as a precious and vital flood 
and loss may cause general weakness and eventual death (Bhugra & Buchanan, 1989). 
The importance attached to semen is illustrated by beliefs such as that it takes forty 
drops of blood to make one drop of semen (Ballard, 1982). Thus, perhaps not 
surprisingly, semen loss through premature ejaculation, nocturnal emission, 
masturbation and ‘excessive’ sexual activity may produce severe anxiety. This anxiety 
may lead to a fixed belief that sperm is leaking from the body through the urine among 
other symptoms, including depression and weakness, known collectively as the Dhat 
syndrome’. A similar condition termed the ‘Loss of Semen Syndrome’ has also been 
observed in Sri Lanka (de Silva & Dissanayake, 1989). Patients with this syndrome 
are generally seeking medicine in the form of vitamins, iron or male hormones, the
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reasoning being that these will replenish lost semen. Ayurvedic physicians may 
promote and perpetuate such beliefs through advertisements in the popular press for 
various remedies for the problem (Bhugra & deSilva, 1993). Hakims and Vaids 
(practitioners of Unani and Ayurveda respectively) are frequently consulted for 
psychosexual problems. Aslam and Davis (1979) found in a questionnaire survey of 
Asians in Britain that 202 out of 250 continued to consult a Hakim in Britain of which 
a substantial proportion were reporting psychosexual difficulties.
Other culture-based syndromes include the ‘Koro syndrome’ which is found amongst 
Chinese populations. This is described as a morbid belief that the penis is retracting 
into the abdomen eventually leading to death and may be caused by masturbation, wet 
dreams or excessive coitus (Bhugra & deSilva, 1993).
Aside from descriptions of certain male sexual problems, the cross-cultural sex therapy 
literature also emphasises the importance of considering the complex interpersonal and 
social factors which may influence sexuality. Gupta (1994) describes in general beliefs 
about sexuality in the Indian subcontinent, for example, the duty of every married 
couple to procreate and sex being celebrated within this context. Other beliefs may 
include the widespread avoidance of intercourse during menstruation held in Hindu, 
Muslim, Jewish and Judeo-Christian cultures (Bancroft, 1983). The position of 
women in Indian society (and in any other cultures) also needs consideration. India is 
a male-dominated society and women may be expected to be passive in the sexual role. 
Status for women within the family is achieved by having children. The honour of a 
family is heavily dependent on the female members conforming to social norms, i.e. not 
bringing ‘shame’ to the family (Gupta, 1994). The invisibility of Asian women in the 
sexual dysfunction literature and clinics may be partially explained by this emphasis on
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fertility and particularly if a sexual problem is thought to be involved in limiting 
fertility. Bhugra and Cordle (1986) also comment on the high preponderance of Asian 
men with problems presenting to clinics as opposed to Asian women and suggest this 
reflects the passivity and different expectations of the latter. The concept of arranged 
marriages is another aspect of Asian culture which is poorly understood by Western 
society (Gupta, 1994). All the above accounts can be criticised for not defining the 
‘culture’ being examined and perhaps presenting stereotypical views of, for example, 
Asian women based on this. This is a limitation inherent in much of the sexuality and
culture literature and reflect the complexity of the subject.
Clearly what has been mentioned here only represents a minority of issues which may 
be relevant to understand before any treatment of sexual dysfunction in different 
ethnicities can take place. These issues, however, do suggest the difficulty in applying 
sex therapy techniques based on Western concepts of sexuality. Some of these 
difficulties might be, for example, using a Masters and Johnson approach with the 
emphasis on pleasure as the goal in couples where there is pressure to procreate. 
Treatments for some male psychosexual difficulties involve touching the penis and 
masturbation (e.g. the ‘squeeze’ and ‘stop-start’ techniques) may not be acceptable to 
some men in the context of their religion or the above-mentioned fear of loss of semen. 
Masturbation is not permitted in some cultures but Gupta (1994) reports that in 
discussion with a Muslim leader this may be allowed for psychosexual treatment 
purposes. This may not, however, be widely known and in general, masturbation 
continues to be a social taboo in some cultures (although this may not reflect private 
behaviour) (Savara & Sridhar, 1994).
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The literature on the treatment of sexual difficulties across cultures is sparse and again 
tends to focus on male problems. Some of the literature highlights differences in 
presentation between groups categorised as ethnically different. Ghosh et al (1985) 
reported in a study of patients of Asian origin presenting in the United Kingdom that 
93% of these were men as compared with 50% in their non-Asian group. Similarly, 
Bhugra & Cordle (1986) report on their clinical experience with 32 Asian couples 
presenting with sexual difficulties and also found higher male presentation (72/o). 
They also report that their treatment success results in Asian couples referred for sex 
therapy compared poorly with results in their white patients. Thus, of 18 couples of 
Asian origin taken on for therapy only five (27.7%) reported an improvement and 44% 
dropped out after one or more sessions. Bhugra & Cordle (1986) suggest poor 
motivation, language difficulties, cultural explanations, passivity of the women and 
seeking of organic explanations for sexual difficulties as factors relevant to their low 
success rate. Ghosh et al (1985) also found that Asians have a greater preference for 
physical treatments (89% compared to 6%) than non Asians. They conclude that the 
usual types of therapy offered in psychosexual clinics in the United Kingdom would 
have to be modified considerably to be acceptable to Asian patients.
There are a few attempts in the literature to identify factors which may make sex 
therapy less acceptable. Agarwal (1970) reports the treatment of eleven married men 
with premature ejaculation in which he found that direct contradiction of the patient s 
attitudes, such as the energy aspect of semen, resulted in the therapeutic relationship 
being jeopardised. D’Ardenne (1986) cites Ballard’s (1982) unpublished observations 
on Asian men’s assumptions about the consequences of sexual activity. He suggests 
the centrality of Asian men’s concern about potency (as being greater than in British
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men) and suggests reasons such as sexual potency in the former being linked to a wider 
framework within which to view their whole existence. He also suggests that Asian 
men expect to exercise a greater degree of dominance over their wives which results in 
greater concern over their ability to fulfil the demands of that role. Therefore, Ballard 
(1982) argues that attempts by Westernised therapists to demythologise and impose 
another set of beliefs is unacceptable, as this would imply certain beliefs are more valid 
than others. As has been suggested earlier the current most widely used sex therapy 
techniques are very much a product of certain Western beliefs about sex (and it can be 
further argued that these beliefs reflect the thinking of a particular period of history 
and class and are by no means universally held views in the West). Applying such sex 
therapy techniques may be offensive to some individuals and may account for the high 
drop out rate seen in some studies. Furthermore, extended families may often live 
together in Asian culture and factors such as little privacy and restricted opportunity 
for sex may contribute to performance difficulties (Nag, 1972).
Despite the limitations of Western sex therapy techniques, a few authors’ report the 
use of a modified Masters and Johnson approach with Asian couples (d’Ardenne, 
1986; d’Ardenne & Crown, 1986; Gupta et al, 1989). d’Ardenne s (1986) study 
involved 29 Asian couples (16 couples came from the Sylheti region of Bangladesh, 
five were East African Asian, and eight were from other parts of the Indian 
subcontinent). Her treatment adaptations included involving senior family members, 
giving a more powerful role to the male partner and delivering therapist instructions 
‘repeatedly and authoritatively’. Greater emphasis was placed on performance 
indicators than on experiential ones and discussion and questions were kept to a 
minimum due to cultural and linguistic reasons (d’Ardenne, 1986). Using self-report
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measures, 45% of the couples met and 28% partially met their therapeutic goals. No 
follow-up data is available due to difficulties in locating the couples and poor 
motivation to attend post-therapy (d’Ardenne, 1986).
Gupta et al (1989) report on 21 married men treated for erectile dysfunction and 
premature ejaculation and observed a success rate of 76%. In addition to relaxation 
and sensate focusing stages, the authors’ introduced psychoanalytic interpretations and 
the male partner was seen separately and encouraged to indulge in erotic fantasy. 
Themes of parental dominance and neurotic fear of damaging the male organ during 
intercourse were common. Hindu ideas of contamination and purity also made 
presenting issues complicated. It is not clear whether this treatment approach involved 
attempts to change these beliefs and no follow-up data is provided. Nevertheless, their 
treatment success rates are attributed to not simply dealing with a standard behavioural 
approach (Bhugra & de Silva, 1993). While both of the above treatment studies offer 
some practical suggestions towards the treatment of sexual difficulties in transcultural 
settings, there is no questioning of the model (Masters and Johnson) from which the 
approaches are derived and its applicability across culture. An illustration of the latter 
is found in Bhugra and de Silva’s (1993) report of some of the problems encountered 
in attempting to provide therapy for sexual dysfunction in Sri Lanka using a largely 
behavioural treatment programme based on some of Masters & Johnson (1970) 
principles. Specifically, there was a strong belief in sexual problems being due to 
physical causes, and also a reluctance of females to come and discuss sexual 
dysfunction coupled with a reluctance of males to bring their spouses to discuss sexual 
matters explicitly which made joint therapy problematic. For those couples seen, there 
were practical difficulties such as living with extended family, general lack of privacy,
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and a shortage of space to sleep in a separate room from the children which made 
compliance with homework exercises difficult. Clearly the problem of lack of privacy 
and space is not so easily solved and is also not a problem confined to Sri Lanka and 
the Indian Subcontinent as any clinician working with patients from low socio­
economic, inner city areas in the West will know. For at least one of the problems 
listed the authors’ report improved outcome by including female therapists which have 
encouraged more female spouses to attend and participate (Bhugra & de Silva, 199->).
It is also interesting to note that this is one of the few papers which mentioned gender 
of the therapist as being relevant to treatment compliance in a cross-cultural setting. If 
women in some cultures are expected to be passive, it is speculative as to how males 
from these cultures would perceive a female therapist delivering sex therapy 
instructions ‘authoritatively’ (d’Ardenne, 1986).
Across other cultures information on sexual dysfunction is again limited. There have 
been some reports relating to Arab males from the Middle East (Demerdash et al, 
1978; Takriti, 1987). Takriti (1987) reports data on 40 males from Jordan with 
erectile dysfunction and premature ejaculation who received a combination of Masters 
and Johnson-type sex therapy and education. Of these only six attended with their 
spouses but for the benefit of non-attending wives instructions were audiotaped and 
given to the patients to take home. The author reports relatively poor outcome (eight 
were rated as ‘recovered’) and mentions factors such as lower social class and 
education as being relevant. He also reports that behavioural instructions were not 
received happily by many as there was immense pressure for patients to improve 
quickly (Takriti, 1987). The latter issue again suggests one of the problems inherent in 
using a Masters and Johnson approach with graded sensate focus stages without taking
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into account the intense familial and social pressures to consummate the marriage 
which may be underlying the sexual difficulty.
Aside from Masters and Johnson (1970) techniques others have recommended various 
combinations of therapy for male sexual problems across culture such as counselling 
and behaviour therapy with some form of medical treatment which are usually 
anxiolytic drugs (Bhugra & Buchanan, 1989; Bhatia & Malik, 1991; Avasthi, 1994). 
Gupta (1994) mentions that the use of anxiolytics along with ‘stop-start’ and ‘squeeze 
techniques for premature ejaculation work better than counselling alone. Medication 
suggests to the patient that he is being taken seriously and the patient s feelings about 
the use of self-masturbation need to be explored (Gupta, 1994). However there are no 
controlled studies of the efficacy of combinations of medication and different types of 
therapy for sexual dysfunction across cultures.
Much of the general criticism which has been directed at sex therapy research applies 
equally to research which is directed at culture. For example, Cole (1985) points out 
difficulties such as the use of selective populations, lack of controls, poor outcome 
evaluation, problematic definitions of caseness and lack of long-term follow-up. Most 
research uses small clinical samples and no control groups. Spector & Boyle (1986) 
found spontaneous remission rates of 68% for male sexual difficulties in a non-clinical 
survey which raises interesting issues regarding the importance of using non-chmcal 
controls and how such difficulties may be alleviated without professional intervention. 
Generally the literature on cross-cultural issues in sex therapy reflect the inherent 
difficulty of defining culture and of applying a Western conceptualisation of sexuality, 
sexual behaviour, and sexual dysfunction towards people of various ethnic, social and 
religious backgrounds. d’Ardenne (1986) argues that “it is clear that a transcultural
51
i
methodology must be evolved if any progress is to be made in this rapidly changing 
field”. Clearly any methodology in sex therapy must take into account individual 
cultural influences which may or may not reflect wider cultural influences. However 
the central difficulty of work in this area remains the question of whether all cultural 
views and practices are equally valid. Much of the above literature on psychosexual 
treatment incorporate challenging cultural beliefs and therefore the underlyging 
assumption is that the cultural belief is invalid. This is suggested to account for some 
of the lack of success in treatment (e.g. Ballard, 1982) but there is little suggestion 
from the ‘iterature of how change can be achieved without challenging beliefs. 
Challlenging beliefs or thinking that is assumed to be maladaptive (e.g. Beck et al, 
1979) is the core feature of many psychological therapies. These issues need to be 
central to the debate on the development of a cross-cultural methodology and how this 
can be translated into clinical practice.
Further research in cross-cultural sex therapy should include consideration of factors 
such as the acceptability of the treatment methods, attributions about sexual problems, 
the gender and culture of the clinician, and should include control groups. This will, 
however, remain a difficult area of research as long as sexual behaviour remains a 
taboo subject of discussion across most cultures.
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A strategy of clinical developments in the provision of clinical psychology 
services in genitourinary medicine and sexual health
1. Background
The provision of clinical psychological services in Genitourinary Medicine (GUM) 
clinics has accelerated in the last ten years with the emergence of human 
immunodeficiency virus (HIV) illnesses and acquired immune deficiency syndrome 
(AIDS). This remains, however, a specialised area of work in which approximately 60 
clinical psychologists provide input nationally in the U.K. The role of clinical 
psychologists in HIV/AIDS in the U.K. have been reviewed by Miller and Brown 
(1988) and Ussher (1989). These activities may be summarised as direct work with 
people with HIV infection and those affected including carers, those ‘at risk’, and the 
‘AIDS anxious’; working at organisational levels providing consultation, supervision, 
and training to other staff; development of appropriate medical and psychosocial 
services; research, HIV presentation, and social policy development.
A large amount of literature has been produced documenting psychological needs in 
HIV and AIDS (e.g. Miller & Riccio, 1990). Far less is known about the contribution 
of psychology to the clinical care of the larger group of patients who consult GUM 
clinics with possible sexually transmitted diseases among other concerns. This may 
reflect funding of clinical psychology posts which were primarily set up with money 
allocated to HIV care. The provision of psychological care in HIV/AJDS is a 
recognised component of good practice (DHSS, 1985) and the Monk Report (1988) 
makes reference to the need for GUM clinics to have clinical psychological input. 
There is, however, little known of the demand on clinical psychological services and of 
the wider contribution psychology can offer in innovating and developing services 
within GUM clinics.
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2. The current clinical dossier
This clinical dossier describes areas of activity and service development I am involved 
in as a clinical psychologist providing for an East End GUM clinic. I took up the post 
of Principal Clinical Psychologist in the Ambrose King Centre at the Royal London 
Hospital in March, 1994. This post had not been filled for eight months prior to my 
starting and it became apparent that no systematic assessment had ever taken place of 
whether this one post was sufficient to meet the clinical demand. There was in general 
little understanding of the role of clinical psychology within the multi-disciplinary team. 
It was, therefore, necessary to develop a strategy to both educate the multi-disciplinary 
team of the psychologist’s role and to audit the service for planning of future input. 
The aim of the clinical dossier is to demonstrate this strategy. The documents included 
in the clinical dossier were developed both to expand resources and staff within the 
psychology service to GUM and HIV clinics as a whole. In addition documents are 
included which describe the development of a specialist multi-disciplinary service for 
women who have been sexually assaulted. Some of the documents were initiated at 
the GUM clinic at St. Mary’s Hospital (my previous post) but completed during the 
time period of study for the Clinical PsychD and are included for their relevance to the 
current development strategy. The documents are presented in two sections:- 1) 
Development of the clinical psychology service in the Ambrose King Centre; 2) 
Development of the sexual assault service (Rose Clinic).
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1) Development of the clinical psychology service in the Ambrose King Centre
This section describes activities related to developing psychological services in the 
clinic as a whole. Two audits of the clinical psychology service are presented. The 
first audit (Appendix 1) of service provision up to sixteen weeks was presented to the 
Clinical Directorate and a case was made to immediately fund a locum clinical 
psychology post prior to a permanent post being developed. The locum post 
(Appendix 2) was advertised in the British Psychological Society (BPS) Bulletin and 
sent out to training courses. No recruitment was achieved but by December 1994 the 
Clinical Directorate had approved one full-time permanent clinical psychology post and 
the advertisement for this appeared in the January 1995 BPS Bulletin. Again no 
recruitment was achieved from this advertisement. Meanwhile, I established links with 
the University of East London (UEL) and University College London (UCL) clinical 
psychology training courses and a specialist placement description (Appendix 3) is 
included in this dossier. This resulted in interest in the clinical placement from third 
year clinical psychologists in training. Negotiations continued over the need to 
establish new clinical psychology posts in the department based and on further 
evidence presented in the second audit (Appendix 4), one full-time post and one two- 
year fixed term post were advertised in the April 1995 BPS Bulletin. Acceptable 
applications came from two clinical psychologists in training from the UEL course 
(one had been on clinical placement with me) who were interviewed in May 1995. 
Both were appointed and accepted the posts at Spine Point 28 and are due to start in 
October 1995. Clearly the links made with training courses were instrumental in being 
able to fill these posts given the previous lack of success in recruitment. This clearly
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demonstrated to the multi-disciplinary team as a whole the benefits that can be 
achieved by offering training placements.
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Appendix 1
THE ROYAL LONDON HOSPITAL
CLINICAL DIRECTORATE OF INFECTION AND IMMUNITY 
THE AMBROSE KING CENTRE 
CLINICAL PSYCHOLOGY
AUDIT OF THE CLINICAL PSYCHOLOGY SERVICE IN G.U.M. AND 
HTV/AIDS PROVIDED UP TO SIXTEEN WEEKS IN POST - 
SERVICE DEVELOPMENT NEEDS
Summary:
Data is presented on a 16 week audit of the clinical psychology service provided to 
G.U.M. and HIV/AIDS clinics at the Ambrose King Centre at the Royal London 
Hospital. 109 referrals to clinical psychology (currently one Principal Grade in post), 
with an average rate of 7 referrals per week, were received over this period. The 
current clinical psychology service is described and at present this amounts to 12 
sessions per week. Projected service developments are presented. The preferred 
option recommends the establishment of two new posts in clinical psychology.
Jenny Petrak 
Clinical Psychologist 
2/7/94
CLINICAL PSYCHOLOGY - THE AMBROSE KING CENTRE
CLINICAL AUDIT AT 16 WEEKS IN POST - SERVICE DEVELOPMENT 
NEEDS
BACKGROUND:
Although the Clinical Psychology service provided to the G.U.M. and HTV/AIDS 
clinics at the Ambrose King Centre has been established for some years, there has been 
no systematic evaluation to date of whether the current service is adequate to meet the 
demands placed upon it. Currently there is one clinical psychologist (Principal, Grade 
A, spine point 37-39) in post. This post appears to have been static despite the growth 
in patient numbers to the G.U.M. and HTV/AIDS clinics as a whole. Since the 
formation of the Clinical Directorate of Infection and Immunity as of April 1, 1994, 
staffing levels continue to be a priority issue and the purpose of the current clinical 
psychology audit at the Ambrose King Centre is to clarify needs within this discipline.
MAIN DUTIES AND RESPONSIBILITIES - CURRENT POST:-
1. Clinical work
2. Consultation and Training
3. Clinical management and administration
4. Research
5. Continuing professional development
6. Service development
The current post holder, Jenny Petrak, started on March 7, 1994, and the following 
audit is based on the first sixteen weeks of service provided. In order to clarify the 
service provided to the Ambrose King Centre and provide guidelines to assist in 
referral decisions, a protocol based on previous clinical experience and discussion with 
lead AKC team members was developed (see attached 'Guidelines for referral to 
Clinical Psychology*) and distributed to all clinic doctors and multi-disciplinary team 
leaders within the first two weeks of service.
METHOD:
All referrals to clinical psychology over the first sixteen week period were monitored 
according to>
-rate of referral per week 
-source of referral 
-demographics 
-problem category 
-attendance/number of sessions
Other developments in the service will also be described.
RESULTS:
109 referrals were received at an average rate of referral of 7 per week (see Table 1). 
TABLE 1
AMBROSE KING CENTRE - CLINICAL PSYCHOLOGY 
REFERRALS PER WEEK - MARCH-JUNE 1994
WEEK
TO TAL= 109 
x = 7 PER WEEK
Male - n= 65 (60%), Female - n=44 (40%)
Age - Range 12 - 63 years, x = 32 years, SO = 9.6
63
1
I
»Ethnicity - see Chart 1. Various ethnicity's were represented in each of the referral 
categories, although for those referred for psychosexual difficulties there was a greater 
proportion of individuals of South Asian (primarily Bangladesh and Pakistan) ethnic 
origin (50% of all psychosexual referrals) as compared to other referral categories.
C H A R T  1 - E T H N IC IT Y
S o uth
as an
C h i n e s e
2 %
Black -
afr-car ib
15%
Whi te  -
other
6 % ............
White  - 
UK 
58%
Referral Category - referrals were broadly grouped into categories representing:- 1) 
HTV- related psychological difficulties, 2) Psychosexual difficulties, 3) G.U.M./STD- 
related difficulties (eg. chronic HSV), 4) Rose clinic - sexual assault trauma and adult 
survivors of child sexual abuse, 5) Other - staff support and/or psychological 
difficulties not related to G.U.M. and HTV/AIDS .
CHART 2
REFERRAL CATEGORY
GUM
16/15%
PSYCHOSEXUAL
3 4 /3 1 %
ROSE'S EXUAL ASSAULT  
1 3 /1 2 %
 other
3 /3 %
HIV
43 / 39%
Source of referral - 88% of referrals were received from clinic doctors, the remaining 
12% were received from other clinic staff (health advisors, clinic nurses) or from self-
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referral. Two referrals were received from local GFs, although it was made clear that 
these referrals would need to be registered AKC patients.
11 in-patient referrals and 98 out-patient referrals were received (ie. 90% of referrals 
are out-patients).
ATTENDANCE RATE AND AVERAGE WAITING TIMES:
Attendance was monitored over the 16 week period as follows:- 
CHART 3
ATTENDANCE RATE TO WEEK ENDING 24/6/94
NO ENGLISH LANGUAGE
3 / 3%_________
WAITING UST  
1 4 /1 3 %
APPT. SSNT-WAITING 
1 0 / 9 %
PENDING
6 / 5%
CANCELLED
1 / 1%
DNA
1 5 / 1 4 %
Key: YES - attended (initial appointment). PENDING/CANCELLED - referrals 
expected to make contact in due course. DNA - did not arrive to first appointment 
and no further contact made.
The attendance rate is high, with only a 14% DNA rate. For example, attendance by 
referral category indicates that only 2/32 HTV referrals defaulted initial appointments. 
3 people referred for psychosexual problems spoke no English language - it was felt 
inappropriate to conduct psychosexual therapy via an interpreter - consent to refer 
onwards to a Bengali-speaking psychologist in the district (this development will be 
. described in more detail below) has been obtained for 2 of these referrals to date.
Waiting times - the average time to first appointment from date referral received is 
17.5 days (80=13.4), range 0 - 4 9  days. In-patient referrals are usually seen within 2 
days.
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YES 
50 / 55%
Number of sessions - of 26 referrals no longer being seen, 12 attended for only one 
session (this was either due to default on subsequent appointments or no need for 
further follow-up), the remaining 14 were seen for up to six sessions to complete.
34 referrals are currently being seen on an on-going basis. By referral category these 
include:-
20 m v
5 GUM
5 ROSE/SEXUAL ASSAULT 
4 PSYCHOSEXUAL
For these the intention is to complete with a 10 session limit, although flexibility may 
be required if problems are not resolved within this time period. The latter is 
particularly relevant to HTV referrals since patients tend to attend for a series of 
sessions and then re-refer when psychological problems arise again, for example, with 
illness progression.
OTHER RESPONSESELITIES:-
Consultation and training
(i) psychological input on weekly HTV psychosocial meetings, monthly Rose Clinic 
meetings, other weekly clinic meetings
(ii) regular teaching provided to ENB934 course on psychological issues in HTV care, 
workshops on psychosexual problems to medical students, rape seminars (in-house and 
to medical students)
(iii) induction sessions and in-service training on clinical psychology in G.U.M. and 
HTV/AIDS
(iv) currently offering supervision to a clinical psychologist in training who is 
providing one session per fortnight to work with people with psychosexual problems - 
UEL/UCL clinical psychology courses have been contacted and placement description 
given to encourage a trainee placement in September
(v) currently discussing the possibility of providing a one-day multi-disciplinary 
seminar on sexual assault at the AKC
Clinical Management and Administration
(i) letters/notes for each patient seen (approximately 1/2 hour per patient), phone calls
(ii) Ongoing audit of the provision of clinical psychology services in the AKC.
(iii) Provision of Komer statistics.
Research
(i) Poster completed on use of a psychology 'walk-in' clinic for people with HTV 
infection - accepted for Biopsychosocial Conference on HTV/AIDS/July 1994
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(ii) in preparation - sexual and domestic violence in G.U.M. attendees; psychosexual 
problems in a multi-ethnic setting; data collection started on a rape attitudinal 
questionnaire
(iii) financial grant applications are in preparation for the sexual violence study, and an 
R& D grant for a study looking at psychological characteristics of people who present 
with con-current HTV/AIDS diagnoses
Continuing Professional Development
(i) registered for conversion course to obtain Clinical Psychology Doctorate within 1- 
2 years (currently allocated 1 session per week to do this)
(ii) attendance at conferences/workshops (eg. Naz Project)
(iii) study relevant to current work
(iv) fortnightly supervision by Barbara Hedge on clinical/management issues
(v) Committee membership duties for the BPS Division of Clinical Psychology 
Speciality Group in HTV/AIDS
Service development
Protocols:-
(i) Clinical psychology referral guidelines and service description (complete)
(ii) The Rose Clinic (specialist clinic for women who have been raped/sexually 
assaulted and/or adult survivors of child sexual abuse) (in preparation)
(iii) Psychosexual clinic - proposal to develop a 'walk-in' clinic for psychosexual 
problems (in preparation)
Other:-
A link was established with a Bengali-speaking clinical psychologist. Lop a Vikhabar, in 
the district who has agreed to see referrals received to the AKC psychology service 
where no English language is spoken. A financial bid for one session per week will 
need to be established for the continuation of this service, although currently the 
referrals are being taken on the basis of 'good will'. The possibility of collaborative 
research into the psychological treatment of psychosexual problems in South Asian 
communities is being discussed.
APPROXIMATE TIME ALLOCATION PER WEEK FOR CURRENT SERVICE 
PROVISION:
Direct patient contact : 3 sessions HTV
2 sessions Psychosexual 
1 session G.U.M.
1 session Rose clinic 
Other services: 1 session Administration
1 session multi-disciplinary meetings 
1 session Service development/teaching prep.
1 session Research 
1 session Clin. Psych. Doctorate
The current service demands placed upon one clinical psychologist have resulted in 
difficulties achieving tasks and delivering the most effective service. The current need 
to work 12 sessions per week to fit in the demands is clearly untenable on a long-term 
basis and patient care will suffer.
DISCUSSION
The results of this initial audit of the clinical psychology service over a 16 week period 
indicate a rate of 7 individuals per week being referred for psychological intervention. 
Waiting times are currently well within the 12 week limit specified by the Patient's 
Charter, but with the referral rate remaining steady it is projected that waiting times 
will increase. Currently, with 34 ongoing referrals being seen, it is projected that 
patients currently on the waiting list will have to wait up to 8/10 weeks for an 
appointment. Attendance rate is high which might be explained by the initial short 
waiting times to appointments and/or high motivation to use the clinical psychology 
service offered within the AKC by both patients and referring agents. Of relevance to 
the latter, referral forms indicate that consent must be obtained from the patient prior 
to psychology referral.
The referral categories indicate that the clinical psychology is providing approximately 
40% of the service to people with HTV infection and 60% to the G.U.M. service. This 
is approximately in line with the 50/50 time allocation to either area under the original 
job specification. Clearly there is a need for development across the service as a 
whole, for example, the current psychological service to the Rose Clinic (for women 
who have been sexually assaulted) will need to expand as publicity about this specialist 
clinic is increasing and the numbers of women using this clinic are projected to rise 
steadily through 1994.
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THE DEVELOPMENT NEEDS OF THE CLINICAL PSYCHOLOGY 
SERVICE AT THE AMBROSE KING CENTRE:
The above clinical audit and description of service provision indicate some of the 
current demand on the clinical psychology service at the AKC. Providing an effective 
service for the number of referrals and other aspects of service development and 
research is an existing problem and will only be improved by the development of new 
posts in clinical psychology in the clinic. New clinical psychology posts will, for 
example, allow consideration of>
1) expansion of services to existing, developing, and projected clinics (eg. the Rose 
clinic, services for adolescents, family HTV clinic, Gay Men's Sexual Health Clinic)
2) attract trainees and clinical psychologists about to come off training courses
3) attract patients to the G.U.M. and HTV/AIDS services as a whole
4) contribution to development of research strategies in this part of London
OPTIONS 
Option 1
Version demonstrating good consideration to current service demands
At the current rate of referral it is projected that the following extra clinical sessions 
per week are required:-
HTV - 5 sessions
GUM - 2 sessions
ROSE CLINIC - 2 sessions
PSYCHOSEXUAL CLINIC - 2 sessions
TOTAL =11 extra clinical sessions per week
Other sessions include (per extra psychologist):-
Continuing professional development/Research -2 sessions 
Department meetings - 1 session 
Administration/ sup ervision - 1 session 
Tcaching/service development - 0.5 session
TOTAL = 4.5 sessions per psychologist
TOTAL = 5.5 clinical sessions + 4.5 other sessions per 
psychologist
To cover the above number o f sessions 2 new posts in clinical psychology need to be
developed:-
1) Up to Spine Point 28
2) Up to Spine Point 36
Spine points at these levels are justified in order to provide a range of experience in the 
department, to provide a career structure, to attract clinical psychologists leaving 
training courses, and to enable a division of supervision responsibilities within the 
department.
The establishment of two new posts should enable some flexibility in expansion of 
clinical psychology services to clinics with increasing patient attendance (eg. the Rose 
Clinic) and to projected new clinics (eg. Family HTV Clinic, Gay Men's Sexual Health 
Clinic).
OPTION 2
Version demonstrating additional provision for current service demand
1 new post in clinical psychology to be developed:-
1) Up to Spine Point 32
Spine point at this level is justified in order to bring in greater experience and less 
supervision demands.
This would enable provision to existing clinics but there will be waiting lists. 
Expansion at this point in time to any new clinics will not be possible.
OPTION 3
Version demonstrating no change in provision for current service demand
If no resources are available for the development of new posts in clinical psychology it 
is proposed that in order to cope with the projected demand on the service substantial 
cuts will need to be made in the referral criteria. It is proposed that this option will 
require for the Psychosexual and general GUM clinical psychology provision to be cut, 
and the service will only provide for the HTV and Rose clinics. No expansion will be 
possible. Waiting lists will increase for these clinics.
Jenny Petrak
Principal Clinical Psychologist 
Ambrose King Centre 
2/7/94
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AUDIT OF THE CLINICAL PSYCHOLOGY SERVICE IN GUM AND 
HIV/AIDS AT THE AMBROSE KING CENTRE
SUMMARY
109 referrals to clinical psychology, with an average rate of referral of 7 referrals per 
week, were received over the 16 week period of audit. Currently there is one clinical 
psychologist (Principal Grade, Spine Point 38) in post. Of these referrals 60 had been 
seen, and of these 34 referrals (20 HTV, 5 Rose clinic, 5 GUM, 4 Psychosexual) are 
currently seen on an ongoing basis with the intention to complete within ten sessions. 
Patients waited an average of 17.5 days (SD=13.4 days) to first appointment. The 
current waiting fist is approximately eight weeks, having received a further 34 referrals 
since the end of the audit period seven weeks ago.
The following options for service development reflect the continued rate of referral 
and the average number of sessions required to complete for each referral category:-
OPTIONS
Option 1
Version demonstrating good consideration to current service demands
At the current rate of referral it is projected that the following extra clinical sessions 
per week are required:-
HTV - 5 sessions
GUM - 2 sessions
ROSE CLINIC - 2 sessions
PSYCHOSEXUAL CLINIC - 2 sessions
TOTAL =11 extra clinical sessions per week
Other sessions include (per extra psychologist):-
Continuing professional development/Research -2 sessions 
Department meetings - 1 session 
Administration/sup ervision - 1 session 
Tcaching/service development - 0.5 session
TOTAL = 4.5 sessions per psychologist
TOTAL = 5.5 clinical sessions + 4.5 other sessions per 
psychologist
!
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To cover the above number o f sessions 2 new posts in clinical psychology need to be
developed:-
1) Up to Spine Point 28
2) Up to Spine Point 36
Spine points at these levels are justified in order to provide a range of experience in the 
department, to provide a career structure, to attract clinical psychologists leaving 
training courses, and to enable a division of supervision responsibilities within the 
department.
The establishment of two new posts should enable some flexibility in expansion of 
clinical psychology services to clinics with increasing patient attendance (eg. the Rose 
Clinic) and to projected new clinics (eg. Family HTV Clinic, Gay Men's Sexual Health 
Clinic).
OPTION 2
Version demonstrating additional provision for current service demand
1 new post in clinical psychology to be developed:-
1) Up to Spine Point 32
Spine point at this level is justified in order to bring in greater experience and less 
supervision demands.
This would enable provision to existing clinics but there will be waiting fists. 
Expansion at this point in time to any new clinics will not be possible.
OPTION 3
Version demonstrating no change in provision for current service demand
If no resources are available for the development of new posts in clinical psychology it 
is proposed that in order to cope with the projected demand on the service substantial 
cuts will need to be made in the referral criteria. It is proposed that this option will 
require for the Psychosexual and general GUM clinical psychology provision to be cut, 
and the service will only provide for the HTV and Rose clinics. No expansion will be 
possible. Waiting fists will increase for these clinics.
Preferred Option: There are clear advantages to the HTV/GUM service in Option 1 
including minimal waiting fists for patients and the opportunity to expand the provision 
of clinical psychology services to other specialist medical clinics.
Jenny Petrak
Principal Clinical Psychologist 
Ambrose King Centre 17/8/94
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AMBROSE KING CENTRE 
ROYAL LONDON HOSPITAL !
GUIDELINES FOR REFERRAL TO CLINICAL PSYCHOLOGY
The following is intended as general information concerning referral and treatment. 
Please do not hesitate to contact Jenny Petrak (Ext. 7038) i f  you are interested in 
discussing psychology services further.
T
WHAT IS A CLINICAL PSYCHOLOGIST?
Clinical psychologists are graduates in academic psychology who have taken post­
graduate training in the application of psychological theory to the assessment and 
treatment of a variety of health problems. The main therapeutic approach is cognitive- 
behavioural which is a structured, problem-solving approach which places emphasis on 
using thought and behaviour patterns to help manage and reduce emotional distress. 
Other therapeutic approaches include anxiety and stress management, relationship and 
sexual therapies, bereavement work, systemic and other psychotherapy approaches. 
Cognitive testing and the management of psychoneurological difficulties are also 
offered. Clinical psychologists are also trained in research methodologies and the 
teaching of psychological skills to other health professionals.
SERVICE DESCRIPTION
Direct
Patient
Work
Staff
Support
And
Supervision
Individual sessions
These usually last for up to an hour. Therapeutic interventions 
are constructed to suit individual needs. Patients may attend 
for short-term therapy, crises interventions and long-term 
therapy as required. However, it is envisaged that the majority 
of the work will be short-term focused therapy to address 
specific goals over a set time of not exceeding ten sessions. 
Psychological assessment and intervention will be ofiered on 
both an out-patient and in-patient basis.
Couple sessions
Both partners should be encouraged to attend if referred for 
relationship and sexual difficulties although this will not always 
he possible and needs to based on patient consent.
Group sessions
Although not currently being offered, specific goal-orientated 
groups (e.g. anxiety management) may be offered over the 
coming year.
Specialist clinics
The above services will be offered to specialist clinics within . 
the Ambrose King Centre as requested.
Clhnc, nursing and multi-disciplinary team staff are welcome to 
discuss problems arising in the treatment and management of 
patients with me as needed. I can arrange confidential referral 
to other psychology departments for discussion of more 
personal issues if requested.
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WHEN TO REFER
Below is a general guide to help you decide whether a patient may benefit from 
psychological referral. The psychology service is provided primarily for individuals 
with psychological difficulties in relation to sexual health matters and HIV/AIDS. 
Individuals with other mental health problems should be referred back to their GP for 
referral to adult mental health services if they are not already being provided for. If in 
doubt, please do not hesitate to discuss with me prior to referral.
> Anxiety and panic attacks/stress
> Depression/low mood
> Fear s/phobia/obsessions and compulsions
> Post-traumatic stress
> Other emotional disturbance, e.g. anger, guilt, low self-esteem
> Psychosomatic disorders
> Suicide prevention and management (in cases of acute suicidal risk, 
acutely disturbed or unmanageable behaviour, psychiatric symptoms 
such as hallucinations and delusions, and acute confiisional states - 
referral should be directed to duty psychiatrist)
> Adjustment of medical diagnosis/information(e.g. HTV/AIDS adjustment, 
chronic STD’s)
> Decision making/problem solving (e.g. Who to tell, which treatment)
> Coping with physical and terminal illness
> Bereavement/multiple losses
> Addictions and other habit problems
> Impulsive/risk behaviours
> Rape and sexual assault: emotional, physical and sexual abuse
> Psychosexual problems (e.g. Sexual dysfunction, sexual identity)
> Relationship, couple and family problems
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WHEN TO REFER FOR NEUROPSYCHOLOGICAL TESTING (HIV 
NEUROLOGICAL PROBLEMS)
Psychometric testing is most appropriately applied as an adjunct to other neurological 
investigation (CAT scan and/or MRI) and/or as an aid when management or medical 
decision making can be assisted by psychometric knowledge.
Neuropsychological assessment will provide information on mood levels, information 
processing speed, memory, word production and fluency, concentration and 
psychomotor speed.
Testing appointments will list 2 hours. Referral for testing may be worrying for 
patients and it may be worth pointing out that although HIV can affect the brain, many 
subjective complaints (especially memory disturbance) are often an indication of 
anxiety or depression rather than organic changes. Management of cognitive deficits 
and feedback of results to the patient is part of the psychological procedure.
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WHOM TO REFER
The psychology service is provided for registered patients of the Ambrose King Centre 
and Grahame Hayton Unit. In some cases, it may be appropriate to refer the partners, 
relatives, friends and/or carers of patients. Relevant psychological issues here may be, 
for example, relationship difficulties, bereavement, general support around 
management of the patient, stress and ‘bum out’.
WHO CAN REFER
Referrals are taken from clinic doctors, nurses, health advisers, and other members of 
the multi-disciplinary team.
HOW TO REFER
Referrals can be made be completion of a referral form (see attached). These should 
be available at nursing stations, consulting rooms, and with secretaries. If a referral is 
very urgent please phone on Ext. 7038. Please provide as much detail as necessary in 
order to enable me to prioritise referrals. With an expected steady flow of referrals, it 
is envisaged that a waiting list system will be in operation. I shall keep secretaries 
informed of this so you can give your patients an approximation of how long they will 
wait.
Consent to be seen by a psychologist should be agreed with the patient before 
referral.
WHAT HAPPENS AFTER REFERRAL
The patient will be sent an appointment by letter (please indicate on referral form that 
patient has consented to this). In-patient referrals should usually be seen within two 
days. Following assessment a report will be sent to the referrer and/or a report will be 
written into the medical notes. This report will be a summary of the main social and 
psychological issues relevant to the individual’s medical treatment. Patient 
confldentiality is maintained except under circumstances of self-harm or harm to 
another. The referrer will be updated of progress of psychological treatment. Please 
do not hesitate to contact me for verbal feedback as necessary.
Jenny Petrak
Principal Clinical Psychologist 
19/09/94
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Appendix 2
INFECTION & IMMUNITY CLINICAL GROUP 
HIV/GENITOURINARY MEDICINE 
LOCUM CLINICAL PSYCHOLOGIST
THE ROYAL HOSPITALS NHS TRUST 
GRADE A up to spine point 28
We are seeking an enthusiastic clinical psychologist to provide a range of services 
within the genitourinary clinic at the Ambrose King Centre at the Royal London 
Hospital in Whitechapel. This would be an ideal post for someone wishing to extend 
their experience in working with individuals with a range of psychological 
presentations including psychosexual dysfunction, coping with chronic sexually- 
transmitted infections, psychosomatic disorders, adult survivors of child sexual abuse, 
rape and sexual assault, domestic violence, and inpatient and outpatient work with 
people with HTV infection and their carers. There will also be opportunities to develop 
skills in neuropsychological assessment.
The Ambrose King Centre is a well-established GUM/HTV clinic serving an ethnically 
diverse and often economically deprived population in East London. The post 
provides a unique opportunity for clinical experience of trans-cultural psychological 
issues. In addition, specialist multi-disciplinary clinics for women experiencing gender 
violence, lesbian sexual health, and gay male sexual health are provided at the Centre. 
The opportunity to both innovate and contribute to the development of psychological 
services to these increasing clinic populations will provide the successful applicant with 
experience in setting up new services.
The post will allow the successful applicant to become involved in teaching 
programmes for other medical professionals. The Ambrose King Centre also offers 
weekly teaching sessions in medical and psychosocial topics in GUM and HTV for all 
staff. There are links with the UCL and UEL clinical psychology training courses, and 
close links with the Infection and Immunity Clinical Psychology Department at St. 
Bartholomew's Hospital. Continuing professional development and research will be 
encouraged and supported.
The Royal London Hospital has excellent library facilities. Recreational activities 
include a swimming pool attached to the Medical School.
Applications from experienced clinical psychologists or from candidates due to qualify 
this academic year are welcome. Appropriate supervision will be provided.
For further information and informal discussion and visit, please contact Jenny Petrak, 
Principal Clinical Psychologist, The Amrose King Centre on 071-377-7038.
Appendix 3
SPECIALIST PLACEMENT IN HIV/GENTTOURINARY MEDICINE
1 Supervisors) Names(s): Jenny Petrak, Principal Clinical Psychologist
2 Placement location: Ambrose King Centre, Royal London Hospital, 
Whitechapel, El IBB
Placement type: HTV and Genitourinary Medicine (GUM) Specialist, 
3rd year placement
4 Telephone number: 0171-377-7038
5 Access: Whitechapel Tube station, no car needed, no 
difficulties for access by a disabled person
6 Additional requirements : None
7 Availability: One trainee at present, possibly increasing to two 
trainees later in 1995
8 Placement description:
This would be an ideal training opportunity for someone wishing to gain experience in working 
with individuals in a medical setting with a wide range of psychological presentations relating 
to sexual health. This includes psychosexual dysfunction, coping with chronic sexually 
transmitted infections, psychosomatic disorders, adult survivors of child sexual abuse, rape and 
sexual assault, and domestic violence. This will also include inpatient and outpatient work 
with people with HTV infection and their carers. There will also be opportunities to gain 
experience of neuropsychological testing as applied to HTV/AIDS.
The Ambrose King Centre is a well-established GUM and HTV clinic serving an ethnically 
diverse population in East London. The placement provides a unique opportunity for clinical 
experience of trans-cultural psychological issues. In addition, specialist multi-disciplinary 
clinics for women experiencing gender violence, lesbian sexual health and gay male sexual 
health are provided at the Centre and training opportunities may be possible in these areas.
The Unit provides weekly training meetings around various topics in GUM and HTV and there 
are regular multi-disciplinary team meetings. There are close links with the Infection and 
Immunity Clinical Psychology Department at St. Bartholomew’s Hospital and regular meetings 
and training opportunités with clinical psychology there are offered.
The overall aim of psychological work at the Ambrose King Centre is to provide non- 
judgemental and appropriate therapy for all those in need with regard to minorities in terms of 
sexual orientation, race or mental or physical capacity.
Appendix 4 Clinical Psychology Referrals Audit 1994-1995
AIMS
1. All patients referred should have consented to a referral to clinical 
psychology.
2. All patients will be seen within 12 weeks of date of referral.
3. To offer psychological interventions appropriate to the patients gender, 
sexuality, cultural beliefs and presenting problems.
4. To monitor all clinical psychology referrals and plan for future input.
METHOD
A retrospective review of all psychology referral forms and case notes.
Study period - March 1994 - January 1995.
Data was gathered on patient characteristics, presenting psychological difficulties, type 
of intervention, attendance rates, number of sessions, outcome and previous contact 
with mental health services.
RESULTS
208 referrals were received - average = 5 referrals per week
93% of referrals came via Ambrose King Centre clinic stafî) mainly clinic doctors 
(88%). The remainder came from local GP’s and psychiatry.
191 (91.8%) of referrrals were out-patients at the time of referral and 17 (8.2%) were 
in-patients (all of these were HIV-related referrals).
Table 1 Referral category and patient characteristics
n= % Sex 
male female
Age 
mean range
HTV 82 39.4 73 9 35.3 23-63
Psycho­
sexual
62 29.8 45 17 32.2 19-58
GUM 22 10.6 8 14 30.5 15-61
Sexual
assault
33 15.9 0 33 28.1 12-43
Other 9 4.3 3 6 35.4 22-59
Total 208 129
(62%)
79
(34%)
32.6 12-63
(Note: The HTV category includes 10 patients who were HTV seronegative or
untested but whose primary concerns were HIV-related.)
The ethnic origins and sexual orientation of the patients referred are given in Tables 2 
and 3 respectively. Ethnicity data is requested on the psychology referral forms and 
was checked against ethnicity as defined by the patient either in the clinic notes or 
interview. Sexual orientation was obtained from interview and clinic notes.
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Table 2 Ethnicity of patient population by referral category
HTV 
n (%)
Psychosexual 
n (%)
GUM 
a (%)
Assault 
n (%)
Other 
n (%)
Caucasian 72 87.8 18 30.0 14 66.
7
20 64.
5
5 55.6
African 5 6.1 6 10.0 2 9.5 3 9.7 1 11.1
Caribbean 1 1.2 5 8.3 3 14.
3
6 19.
4
2 22.2
Indian 2 2.4 10 16.7 2 9.5 0 0 0 0
Bangladeshi 0 0 18 30.0 0 0 2 6.5 1 11.1
Other 2 2.4 3 5.0 0 0 0 0 0 0
Table 3 Sexual orientation by referral category
HTV 
a  (%)
Psychosexual 
a (%)
GUM 
a (%)
Assault 
a  (%)
Other 
a  (%)
Male
heterosexual
13 15.9 35 60.3 5 22.7 0 0 1 11.1
Male
homosexual
53 64.6 2 3.4 2 9.1 0 0 1 11.1
Male bisexual 3 3.6 2 3.4 1 4.5 0 0 0 0
Female
heterosexual
8 9.8 13 22.4 14 63.6 28 84.8 5 55.6
Female
homosexual
1 1.2 0 0 0 0 3 9.1 0 0
Not specified 4 4.9 6 10.3 0 0 2 6.1 2 22.2
(Note: Not specified includes patients under age 16)
Main presenting problems and psychological interventions
The presenting psychological problems in the referral categories were thought likely to 
be qualitatively different and were, therefore, analysed separately. Main presenting 
problems were defined from the referral forms and from interview with patients.
A range of therapeutic intervention were used by the clinical psychologist according to 
presenting problems. These included cognitive-behavioural therapy, brief problem­
solving therapy, psychosexual therapy, couples/relationship therapy, anxiety and stress 
management, bereavement work, crisis intervention/debriefing, and neuropsychological 
testing.
HIV-related difficulties:
Of these 82 referrals, 10 patients were HTV negative or untested but whose main 
concerns were HIV-related either as primary carers for someone with HTV infection, 
HTV workers, or those with HIV-testing anxieties. Of the remaining, 34 patients had 
asymptomatic HTV infection, 23 patients had symptomatic HTV infection, and 15 
patients had AIDS diagnoses.
21% of HTV referrals were inpatients at the time of referral and initial assessment. 
The main presenting problems as recorded by psychological assessment are shown in 
Table 4 (percentages do not add up because most individuals presented with a range of 
problems).
Table 4 Main presenting problems in patients with HIV-related 
difficulties
% (%)
Anxiety including panic attacks 28 34.2
Coping with chronic illness 28 34.2
Depression/mood disturbance 20 24.4
Relationship/sexual difficulties 19 23.2
Adjustment reactions 17 20.7
Multiple loss and bereavement 16 19.5
Problems with drug misuse 5 6.1
Neuropsychological testing 3 3.6
Post-traumatic stress following assault 3 3.6
Adult survivor of Child Sexual Abuse (CSA) 3 3.6
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Psychosexual problems:
The main types of presenting psychosexual problems in men and women referred to the 
clinical psychologist are shown in Table 5 (numbers do not add up because individuals 
presented with more than one problem).
Table 5 Main presenting psychosexual problems in men and women
Male a  (%) Female a (%)
Premature ejaculation 21 47.7 Painful intercourse 7 38.9
Erectile dysfunction 13 29.5 Loss of interest 5 27.8
Performance anxiety 4 9.1 Anorgasmia 1 5.6
Disorder of arousal 1 2.3 Sexual aversion 1 5.6
Delayed ejaculation 1 2.3
Other 4 9.1 Other 4 22.4
Other problems included distorted views of penis (eg. Too small, bent, burning, etc.), 
lack of sexual knowledge, poor communication regarding sex, relationship difficulties, 
and erectile failures consequent on condom usage.
Sexual assault:
Sexual assault referrals are described by the nature of the assault which took place (see 
Table 6). The nature of the assault which occurred is seen as relevant in determining 
the type and length of psychological intervention offered. Psychological problems in 
this group of patients will not be described in detail here but post-traumatic stress, 
anxiety and depression, relationship and sexual difficulties and varied behavioural 
problems were prevalent.
Table 6 Types o f sexual assault referral
n=
Survivor of Child Sexual Abuse (CSA) 13
Recent sexual assault 9
Non-recent sexual assault 9
Repeated adult sexual assault 4
CSA survivor + recent sexual assault 2
Domestic violence 2
GUM-related referrals:
These primarily related to referrals were the main concern was about a diagnosed 
sexually transmitted disease. Main presenting psychological problems were 
documented (see Table 7). These overlap since individuals were likely to have more 
than one main presenting problems. All twelve referrals reporting stress and anxiety as 
their main presenting problem had diagnosed Herpes Simplex Virus which was in these 
cases chronic requiring long-term medical treatment.
Table 7 Main presenting problems in GUM referrals
n=
Stress and anxiety 12
Relationship/sexual difficulties 9
Adjustment reaction 2
Depression 1
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Attendance patterns and outcome
Table 8 Outcome by referral category
Outcome HTV 
n %
Psycho­
sexual 
n %
GUM 
n %
Sexual 
assault 
n %
Other 
n %
Problem
improved/no
further
intervention
32 39.0 16 26.7 10 45.4 10 31.2 4 44.4
Still attending 23 28.0 7 11.7 1 4.5 8 25.0 0 0
Referred on 9 11.0 10 16.6 0 0 4 12.5 1 11.0
DNA 7 8.5 20 33.3 10 45.4 7 21.9 3 33.3
DNA after one 
or more 
session
11 13.4 7 11.7 1 4.5 3 9.4 1 11.1
Key: DNA = Did not arrive 
(Data incomplete-n=3)
‘Problem improved/no further intervention’ needed was defined by agreement between 
clinical judgement of improvement in presenting problem/s and by patient self-report. 
Patients were ‘referred on’ to another psychology department, psychiatry, GP, medical 
consultation, or sometimes back to the referrer if unsuitable or unwilling to pursue 
psychological intervention.
Taken together, 92% of HIV referrals attended at least one appointment as compared 
to 68% of G U  M. related referrals. The overall default rate on first appointments was 
23%. The mean waiting time to offer a first appointment was 28.3 days (Range 0-96 
days).
Patients with HIV-related or sexual assault related difficulties were more likely to be 
attending for long-term psychological work (ie. greater than 10 sessions) although the 
majority of referrals were seen and discharged in under ten sessions in all referring 
categories.
Previous contact with mental health services and counselling:
Table 9 Pre-intervention contact with mental health services
m v Psycho­ GUM Sexual Other
sexual assault
n % n % n % n % n %
Psychiatry 8 12.2 3 4.8 0 0 7 21.2 1 11.1
Psychology 9 11.0 5 8.1 5 22.7 4 12.2 0 0
Counselling 21 25.6 1 1.6 0 0 6 18.2 2 22.2
None 38 46.3 44 71.0 12 54.6 11 33.3 5 55.5
Not known 4 4.9 9 14.5 5 22.7 5 15.2 1 11.1
HTV referrals were more likely to have had contact with counselling pre-intervention 
than GUM related referrals but there was no difference in previous psychiatric contact 
between these two groups.
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CONCLUSIONS
1. High rates of referral suggest high perceived psychological need in this 
population.
2. There are clear differences in service utilisation between different referral 
categories; i.e. HTV referrals are more likely to attend and along with sexual 
assault referrals are more likely to be attending long-term psychological 
therapy.
3. HTV referrals are more likely to have had contact with counselling 
pre-intervention but there is no significant difference in previous psychiatric 
contact between GUM and HTV referrrals.
4. The rate of default for first appointments and subsequent appointments
in psychosexual and GUM referrals is high.
RECOMMENDATIONS
1. High rate of referral and waiting times reflect a need for further clinical 
psychology staff.
2. Reasons for high default rates in psychosexual and GUM referrals 
needs to be investigated and data obtained on what treatment patients 
are seeking.
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2) Clinical psychological contribution to a sexual assault service (Rose Clinic)
The following documents describes work I was involved in towards developing 
specialist sexual assault services within genitourinary medicine. Whilst at St. Mary’s 
Hospital, I initiated and conducted a study of the prevalence of sexual assault which 
was intended to provide the basis for the justification of developing specialised sexual 
assault services within the genitourinary clinic (Appendix 1). This work was published 
in Genitourinary Medicine 1995; 71:98-102. A sexual assault service for women was 
subsequently set up at St. Mary’s Hospital.
Appendix 2 and 3 are documents which I was involved in preparing for the sexual 
assault service at the Ambrose King Centre. The ‘proposal’ document was used as the 
basis by which a successful financial bid for the Rose Clinic was achieved from the 
purchasers. This financial bid also provided for one 0.5 WTE clinical psychologist to 
develop the clinic and this post has recently been advertised at Spine Point 34-36.
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THE PREVALENCE OF SEXUAL ASSAULT IN A GENITOURINARY
MEDICINE CLINIC: SERVICE IMPLICATIONS
Abstract
Objectives- To determine the prevalence of sexual assault amongst patients attending 
a department of Genitourinary Medicine and to investigate the circumstances of the 
assault.
Setting and subjects- The Department of Genitourinary Medicine (GUM), St. Mary's 
Hospital, London. All patients attending the walk-in GUM Clinic over a fixed time 
period were invited to take part in the study.
Methods- Patients were asked to complete an anonymous questionnaire designed by 
the investigators.
Results- 351 (209 women, 142 male) usable questionnaires were returned of 370 
distributed. 75 persons (21.4%) reported sexual assault: 59 (28.2%) women and 16 
(11.3%) men. The incident occurred more than three months before presentation in 
the majority of persons studied (93%). 21% reported the assault to the police, and 
34% attended for medical screening. For those who did attend for medical screening, 
61% informed their doctor of the assault. The main reason for non-reporting to 
police and medical staff was 'a wish to forget1. Counselling was sought by 24% after 
the sexual assault.
Conclusions- A past history of sexual assault is common amongst GUM clinic 
attenders, more often disclosed amongst women. Reporting both to police and 
medical services is low. Clinicians need to be sensitive to the fact that a significant 
proportion of patients attending GUM services may have been sexually assaulted either 
in the present or the past and the impact that this may have on health care usage. 
GUM clinics maybe ideally placed to provide medical and psychological support to 
these individuals.
INTRODUCTION
Sexual assault represents a major crime against the person from which recovery is 
often traumatic and long-term The medical and psychosocial consequences of sexual 
assault are wide ranging and may include physical injury, sexually transmitted diseases 
including HIV, risk of pregnancy, gynaecological trauma, medically explained and 
unexplained somatic symptoms, chronic illness, emotional disturbance, post-traumatic 
stress disorder, suicide, and substance abuse. There is increasing attention being 
drawn to an association between a history of sexual victimisation and overall increased 
medical system utilisation. Such studies suggest that a greater awareness amongst 
health-care professionals of the medical and psychosocial variables associated with 
sexual victimisation may aid early identification of previously undisclosed rape trauma, 
and help reduce long-term health care costs.4 There are, however, little data available 
specifically on the prevalence of sexual assault in medical populations.
The incidence of sexual assault is increasing.5 4,100 rape offences were recorded in 
1992 by the police in England and Wales, which is over three times the number 
recorded in 1982. It is suggested that these figures are attributable in part to an 
increase in reporting to police,6 however, studies in the United Kingdom have 
estimated that only 20-25% of cases of sexual assault of women are reported to the 
police.7 This figure may be even lower in cases involving marital rape and where the 
assailant is known to the victim. & In addition, studies have suggested that men who 
have been sexually assaulted are even less likely to report to police. This may be partly 
attributable to there having been no legal recognition of males as victims of rape in the 
United Kingdom, although presently legal recognition is being sought and because of 
stigmatisation. 9“ 10
Precise figures of the prevalence of sexual assault are thus difficult to assess. A 
survey questionnaire distributed to 2,000 women in London found that 17% reported 
completed rape (60% of these were marital rape) and a further 20% had been victims 
of attempted rape.** There is little research on the prevalence of sexual assault in men
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aside from a few reports on prison populations. ^  However, a recent study of 
liomosexually active men in the United Kingdom found that 27.6% had been sexually 
assaulted at some point in their lives. ^
Men and women may attend genitourinary clinics after sexual assault for screening to 
exclude sexually transmitted diseases, to gain access to emergency contraception, and 
because of the confidentiality that GUM clinics provide. The risk of acquiring a 
sexually transmitted disease as result of rape is difficult to assess because of the low 
reporting rates, varying definitions of sexually transmitted diseases and pre-existing 
infections in the individual. Two studies from London report rates of 29% and 30% 
respectively of STD's, excluding bacterial vaginosis and C a n d i d a .  13-14 Much of this 
may represent infection unrelated to the sexual assault, but individuals still require 
treatment. Individuals or the support agencies who refer often raise the issue of HIV 
testing. The risk of acquiring HTV by sexual assault is not known, although there is 
one documented case in the UK. 1  ^ A study from Seattle showed no seroconversion in 
123 female patients of whom 42% were reviewed at follow-up 8 weeks later. 16 
Despite these low rates many individuals request HTV testing. Furthermore, amongst 
male victims the verbal threat of HTV infection is often made by assailants. 16
A number of individuals may present to a genitourinary clinic as the first place of 
disclosure of their sexual assault. It may also be possible that due to difficulties in 
disclosing sexual assault a number of patients may request screening for sexually 
transmitted diseases without informing their doctor of their reason for attending. The 
need for GUM clinics to be prepared to deal with both the short- and long-term 
consequences of sexual assault including medical and psychological support has been 
recognised in one study. 13
There has been no study to date examining the prevalence of sexual assault in a GUM 
population. The aim of this study was to determine the prevalence of sexual assault in
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men and women in a GUM population; to investigate characteristics of the sexual 
assault including reporting and reasons for non-reporting to police and medical staff; 
and to examine the use of medical and counselling services and establish preference for 
provider of care.
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METHODS
During August 1993 questionnaires were randomly allocated to patients attending the 
walk-in clinic for sexually transmitted diseases at St. Mary's Hospital , London. 
Patients were informed that the questionnaire related to sexual assault and verbal 
consent was obtained from all participants. The questionnaire was completed 
anonymously and was not related to the case notes. Patients were excluded if English 
was not their first language. This was the only exclusion criteria.
The questionnaire was designed by the investigators to provide information on four 
aspects: the demographic characteristics of respondents enabling comparisons to be 
made between assault and non-assault patients, the circumstance of any assault, the use 
of police, medical and counselling services and potential improvements that could be 
made to services offered within a GUM department. The questionnaire also contained 
a section where respondents were invited to make additional comments.
The characteristics of the assault and non-assault groups were compared using Chi 
squared analyses.
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RESULTS
370 questionnaires were administered over the study period of which 351 were 
returned with usable data. 75 (21.4%) of the respondents reported being sexually 
assaulted in the past, of these 59 were female and 16 were male. This represents 28.2% 
of the female sample and 11.3% of the male sample. Tables 1 and 2 show the 
demographic characteristics of the assault and non-assault groups separated by gender. 
There were no statistically significant differences with respect to age, ethnicity, sexual 
orientation, employment status, higher education, and civil status within male and 
female assault and non-assault groups. A trend in the male sample was noted for 
white/Caucasian males to be over represented in the assault group (p=0.098).
Characteristics o f the sexual assault
Male and females reporting sexual assault were compared on demographic 
characteristics (see Tables land 2). Females were younger (69.5% between 19-30) 
than male respondents (56.3% over 31 years) (p=0.01), and there was greater ethnic 
diversity in the female sexual assault group when compared to the male sexual assault 
group (p=0.02).
Table 3 shows the method of sexual assault (categories were defined by the 
questionnaire). 20 (34%) females and 3 (20%) males reported more than one method 
of assault. 77% of females reported forced vaginal penetration, and 19% reported 
forced anal penetration. 50% of the males reported forced anal penetration, and 31% 
reported oral sex. The category 'other' (female 12.3%; male 12.5%) was self-defined 
by the respondent and included perceived modes of sexual assault such as attempted 
rape, being masturbated on, being 'exposed' to, homophobic attack, and touching.
40% of males and 26.3% of females indicated that they had received physical injury in 
association with the sexual assault. The majority of respondents (male=87.5%.
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female=85.5%) were assaulted by one assailant, but 2 men and 8 women reported an 
assault involving multiple assailants. For the majority (95%)of respondents, the sexual 
assault had taken place more than three months earlier. 50% of males compared to 
24.1% of females reported their assailant to be 'a stranger' (p=0.05). Knowledge of 
the assailant is represented in Table 4 (respondents indicated more than one category).
Reporting and reasons for non-reporting o f sexual assaidt to police and medical 
services
No significant differences were found between male and female respondents in 
reporting of the sexual assault to police and medical services. 12.5% of males and 
24.1% of females reported the sexual assault to the police. For both men and women 
(58.6%) the category of'a wish to forget' was most often responded to as the reason 
for not reporting the sexual assault to the police, followed by 'fear of not being 
believed' (32.8%), fear of reactions of others (27.6%), knowledge of assailant (24.1%), 
and a fear of court (24.1%). 25% of males and 37.9% of females attended for medical 
examination as a result of the sexual assault. Reasons for not attending for medical 
examination were reported accordingly: 'a wish to forget' (52.2%), 'no need for 
medical examination' (45.7%), 'fear of not being believed' (10.9%), and 'fear of medical 
examination' (4.3%). All the males (n=4) who attended for medical examination 
informed their doctor of the sexual assault, but only 12 of 22 females who attended for 
medical examination informed their doctor of the assault. The main reasons for not 
informing the doctor of the assault were 'a wish to forget' (55.6%), 'not important for 
doctor to know' (33.3%), and 'fear of not being believed' (22.2%).
Use o f medical services
Of those who attended for medical examination, usable data on reasons for seeking 
medical advice were only obtained for 3 men and 20 women. The reasons for 
attendance were:- treatment for injuries (2 men, 8 women), advice about sexually 
transmitted diseases (0 men, 15 women), contraception (9 women), HTV testing (1
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man, 7 women), access to counselling (2 men, 5 women). One man and 13 women 
reported that they had been offered all of these services.
Use o f counselling services
Five (35.7%) men and 13 (24.1%) women attended for counselling. Counselling was 
obtained from (in rank order of use): 1. Rape crisis lines; 2. Victim support; 3. Other 
local counselling services; 4. Private counselling; 5. Police; and 6. GUM. clinic. 
Respondents were asked whether 'if a counselling service for people who have been 
sexually assaulted was offered at this clinic, would this be useful to you?'. Seven 
(50%) men and 21 (39.6%) women responded 'yes', two (14.3%) men and 14 (26.4%) 
women responded 'no', and five (35.7%) men and 18 (34%) women responded 'maybe'.
Preference for place o f medical examination following sexual assaidt 
Respondents were asked their preference for where a medical examination following 
sexual assault should be carried out. 40% of respondents indicated 'no preference' for 
site of medical examination; 34% indicated preference for attending a GUM. clinic; 
21% (all female) indicated preference for GP clinics and Family Planning Clinics; and 
6% indicated a preference for attending a police medical examination suite.
Gender preference o f medical examiner and counsellor
Female respondents indicated a strong preference to be medically examined by a 
female doctor as compared to male respondents who were less likely to express a 
preference (p=0.0001). Female respondents were also more likely to indicate a 
preference for a female counsellor as compared to male respondents who were less 
likely to express a preference (p=0.0002).
Comments made by respondents
16 respondents from the sexual assault group wrote comments outside the scope of 
the categorical responses. The main themes derived from these were:- 1. Emotional
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expression about the assault, e.g. anger at assailants, lack of recognition of male rape;
2. Confusion about the assault, e.g. too young to know what to do, "if it is my 
boyfriend and I didn't want sex, is it sexual assault?"; 3. Comments about the 
questionnaire design, e.g. only assumes one incidence of sexual assault, should include 
child sexual abuse experiences.
DISCUSSION
This study confirms that a substantial number of GUM clinic attenders have 
experienced sexual assault at some point in their lives. 28.2% of women and 11.3% of 
men in the survey sample reported a history of sexual assault. The result for female 
sexual assault is similar to rates of sexual assault found in general population survey 
studies in the United States,17' 1  ^ and further support the estimate that at least 1 in 4 
women will have been sexually assaulted at some time in their lives. Unfortunately, 
there are as yet little comparison data of rates of sexual assault in men but this study 
adds support to previous studies documenting that sexual assault occurs, and more 
importantly, that it is not an uncommon occurrence.
Men and women reporting a history of sexual assault were generally representative of 
the GUM clinic attenders at St. Mary's. The pattern of sexual assault in the women in 
this study resembles that reported by the Metropolitan Police Forensic Science 
Laboratory in that female victims were predominantly white, under age 30, with 
vaginal intercourse being the predominant mode of assault. 5 Male victims in this 
study were older than female victims and were more likely to report their sexual 
orientation as homosexual. However, no differences between men with regard to 
sexual orientation were found between assault and non-assault groups in this study, 
which contrast with a previous report finding a predominance of homosexual or 
bisexual men amongst victims.9 Caution should be exercised in making any 
generalisations from these demographic data as this clinic population may not be
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representative of other GUM clinic populations or the population as a whole. In 
addition, no conclusions can be drawn from the male sexual assault sample since 
numbers are small.
Various methods of sexual assault were reported by the respondents. These may not 
all constitute a legal definition of rape (i.e. at the time of the data collection: penile- 
vaginal penetration) but it was decided by the researchers that inclusion purely by 
legal definition would have resulted in a much lower rate of response. Clearly in any 
provision of medical and psychological services to victims, it is the individual's 
perception of what constitutes non-consensual sexual activity which must be 
considered. Nevertheless, the main modes of sexual assault in this survey were vaginal 
penetration (77%) for women and anal penetration (50%) for men. 19% of females 
also reported anal penetration. A limitation of this section of the study was created by 
not defining the receptive/insertive dimensions of anal penetration in men, and oral sex 
in men and women. Such data are obviously relevant for any future studies looking at 
risks of acquiring STD's and HIV following sexual assault.
The data on the relationship of the assailant to the victim demonstrates that for the 
majority of females and half the males, the assailant was known in some capacity to the 
victim prior to the sexual assault. Such findings have been reported in other studies, 
and clearly challenges the myth that sexual assault is usually perpetrated by a stranger. 
In this study males were twice as likely to report their assailant to be a stranger as 
compared to female victims. Physical injury as a result of the sexual assault was 
reported by both male and female victims, although this was not quantified nor 
whether medical treatment was required.
Data on reporting to police revealed low rates; approximately 1 in 10 men and 2 in 10 
women reported the sexual assault to the police. That men are less likely to report to 
the police following sexual violence than women has been suggested in a few
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studies. 9-10 These data raise some serious questions about the reasons why men and 
women do not report. It might be assumed that factors such as lack of belief in the 
judicial system to convict and acquaintance with the assailant prior to the assault 
would be major contributors to non-reporting. Respondents in this study were given 
defined response categories to attempt to answer the question about reasons for non­
reporting, and the most responded to category was 'a wish to forget' for both men and 
women. This category was also most often responded to for the reasons for not 
attending for medical examination and for not informing the doctor of the sexual 
assault. This finding may be in part a result of the survey method, and more reliable 
data may have been obtained by allowing respondents to define their own reasons for 
non-reporting. Nevertheless, it raises cause for concern as a reason for non-reporting 
being perhaps less amenable to change than, for example, improving police, judicial, 
and medical services which might encourage people to come forward after sexual 
assault.
Data on the use of medical and counselling services were limited due to the small 
numbers of respondents indicating that "they had attended for medical examination . 
Nevertheless, medical concerns included treatment for injuries, sexually transmitted 
diseases, HIV testing, contraception, and access to counselling. This raises the issue 
of which medical service is best able to provide for these varied concerns and whether 
they can all be provided at one site. Overall no clear preference was indicated by the 
respondents for the place of medical examination following sexual assault, although 
GUM clinics were slightly favoured above General practitioners and Family Planning 
Clinics, but this could represent bias in the sample in that all the respondents were 
attending a GUM clinic. A greater proportion of men and women indicated that they 
would make use of a counselling service for people who have been sexually assaulted if 
it was provided in the GUM clinic than actually made use of counselling from a variety 
of non-medical services following the sexual assault. This may indicate the need for a 
more immediately accessible counselling service to be made available to victims of
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sexual assault. This finding also suggests that men and women indicate that they 
would use a counselling service many months or years after the incident of sexual 
assault, and may suggest unresolved rape trauma. Although this study was not 
specifically focusing on the latter aspect of sexual assault, there was some indication 
from the comments made by respondents that this might indeed be the case.
Respondents were also asked about their gender preference for a medical examiner and 
counsellor, and females were more likely to express a strong preference to be seen by 
another female for both medical examination and counselling as compared to males 
who were less likely to express a preference.
A methodological limitation of this study concerned the question relating to the timing 
of when the sexual assault had taken place. As the majority (95%) of respondents 
reported that the sexual assault occurred more than three months ago, recall of 
information on what occurred at the time and what services were used may not have 
been very accurate. In addition, it is possible that some sexual assaults reported in the 
study may have occurred in childhood. An improvement in design would be achieved 
by asking approximate dates of the sexual assault episode and would also allow 
documentation of more than one life-time sexual assault incident.
A further limitation of this study is that the accuracy of information received might 
have been improved by conducting the questionnaire in an interview format for those 
who disclosed sexual assault. It may, however, be the case that the anonymity of the 
survey provided a more accurate rate of sexual assault in the population. This is 
supported by the finding that the rate of sexual assault in women found in this clinic 
population closely resembles that found in general population surveys.
In conclusion, we have found a high rate of sexual assault in men and women attending 
a GUM clinic and confirmed that reporting of sexual assault to both police and medical
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services is low. Improved management of sexual assault in GUM clinics should 
include increasing the accessibility of a range of services to meet both the short and 
long-term physical and psychosocial consequences. Increased public awareness of this 
provision may help victims to disclose sexual assault and decrease associated 
morbidity.
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Table 1 Demographic characteristics o f the sexual assault/non-assault groups by gender
MALEn= 142 P FEMALE n=209 P SEXUAL
assault non-assault value assault non-assault value ASSAULT
n=l6(11.3) n-126(88.7) n=59(28.2) n=150(71.8) by gender
AGE <18 1(6.3) 1(0.8) 4(6.8) 9(6.0)
19-30 6(37.5) 67(53.2) 41(69.5) 100(66.7)
3 MO 4(25) 39(31) 12(20.3) 31(20.7) %2=13.2
41-50 4(25) 13(10.3) 2(3.4) 8(5J) df=4
>50 1(6.3) 6(4.8) n.s 0 2(1.3) n.s p=0.01
heterosexual 6(37.6) 71(58.2) 49(90.7) 132(93.6)
homosexual 10(62.5) 49(40.2) 2(3.7) 3(2.1)
bisexual 0 2(1.6) n.s 3(5.6) 6(4.3) n.s n.s
Caucasian 15(100) 94(75.80 35(61.4) 88(59.1) X2=S.3
Caribbean 0 20(16.1) P= 13(22.8) 48(32.2) df=2
African 0 10(8.1) 0.098 9(15.8) 13(8.7) n.s p=0.02
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Table 2 Demographic characteristics continued
MALEn= 142 P FEMALE n=209 P SEXUAL
assault non-assault value assault non-assault value ASSAULT
n=16(11.3) n-126(88.7) n=59(28.2) n=150(71.S) by gender
employed 8(50) 85(68.5) 29(51.8) 96(66.2)
not employed 8(50) 39(31.4) n.s 27(48.2) 49(33.8) n.s n.s
college 13(86.7) 82(82.8) 37(77.1) 99(79.2)
no college 2(13.3) 17(17.2) n.s 11(22.9) 26(20.8) n.s n.s
single 13(81.3) 95(76) 44(74.6) 116(77.3)
divorced/separ 2(12.5) 12(9.6) 6(10.2) 15(10)
ated
married/ 1(6.3) 18(14.4) n.s 9(15.3) 19(12.7) n.s n.s
cohabiting
108)
T a b le  3  M e t h o d s  o f  s e x u a l  a s s a u l t
METHOD MALE n(%) FEMALE n(%)
Vaginal penetration NA 44(77.2)
Anal penetration 8(50) 11(19.3)
Oral sex 5(31.3) 5(8.8)
Digital penetration 4(25) 14(24.6)
Insertion of instruments 0 1(1.8)
Other 2(12.5) 7(12.3)
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T a b l e  4  P r o f i l e  o f  r e l a t i o n s h i p  o f  a s s a i l a n t  t o  v i c t i m
ASSAILANT MALE n(%) FEMALE n(%)
Stranger 8(50) 14(24.1)
Acquaintance 5(31.3) 21(36.2)
Family member 4(25) 13(22.4)
Partner/ ex-p artner 1(6.3) 14(24.1)
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Appendix 2
PROTOCOL FOR A SERVICE FOR WOMEN WHO HAVE BEEN SEXUALLY 
ASSAULTED OR RAPED (THE ROSE CLINIC) AT THE AMBROSE KING 
CENTRE
Purpose:
To provide a sympathetic, supportive, and confidential environment for women of any age 
who have been sexually assaulted or raped whether this occurred recently or some time 
ago.
Aims:
1. To provide full medical screening for physical injury, pregnancy, sexually 
transmitted diseases, and HTV testing and follow-up as appropriate.
2. To provide initial crises intervention and referral for ongoing counselling and 
psychological support if required for women survivors and significant others.
3. To liaise with other agencies as appropriate.
4. To provide appropriate medico-legal documentation and liaise with police/legal
systems as requested. Forensic examination will be arranged as necessary.
5. To promote awareness and greater understanding of the physical emotional and 
social consequences of gender violence in the community and amongst health-care 
professionals.
6. To initiate research into the medical and psychosocial aspects of gender violence.
7. To audit and evaluate the services provided by the Rose Clinic.
Background:
The rate of sexual assault in adult women in the general population is estimated to be 
between 10% and 35%. A recent survey in a central London G.U.M. clinic found that 
28% of female attenders reported sexual assault. Reporting to police is low, and the 
G.U.M. clinic is often the first point of disclosure. Published reports have shown that 
women who have been raped are at risk of having sexually transmitted diseases which may 
be co-incidental on the rape; prevalence ranges from 4-56% depending on the population 
studied. The Rose Clinic was established in response to this need in 1989. The number of 
women using this clinic have steadily increased, and in 1993 a total of 83 women were 
seen. Most women self-referred or were referred by the police, GPs, or other rape crisis 
organisations.
Requirements:
1. Marketing - a leaflet describing the Rose Clinic will shortly be available for 
distribution to select organisations - police, Family Planning Clinics, Rape Crises, 
and GPs
2. Phone Number - a designated phone number will be available for Rose Clinic 
patients to access the service in confidentiality
3. Rooms - 2 designated at present - examination suite and a counselling/waiting area
4. Staffing levels - dedicated team of one consultant, health advisors, nurse, and 
clinical psychologist. Training to be provided as necessary to other AKC medical 
staff
5. Staff support - Rose Clinic staff will meet every 4 weeks; the aim will be to discuss 
any difficulties arising in the management of Rose patients and to provide debriefing 
and support.
6. Education - for (a) health care professionals and (b) community:-
(a) health care professionals
input to medical school training
to organise an open conference for RLT staff on the Rose Clinic 
regular contribution to clinical meetings within the AKC and designated 
training sessions for medical, nursing, health advisors, and other AKC staff 
with invited lecturers and Rose Clinic staff
Rose Clinic staff - regular meetings with agenda items including reviews 
and updates on issues related to gender violence
(b) community
marketing leaflets as above
to organise an open conference with invited speakers and invite local 
voluntary and statutory agencies, GPs, and community nursing teams 
to be available to respond to requests from community organisations (eg. 
schools, police, the media) for education gender violence
PROCEDURE:
ALL persons who give a history of sexual assault or childhood sexual abuse should be 
identified by sending the notes through to Edie who will register this as a Rose patient.
1. Routine clinic - if seen initially by reception staf£ a senior female doctor should be 
informed. If a doctor is not available initially the patient should be seen by a health 
advisor.
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Women who m the course of attending the routine clinic disclose that they have been 
raped/sexually assaulted should be offered the following as appropriate:-
a) Emergency contraception
PC4 and Stemetil within 72 hours of unprotected sex
b) Forensic examination
c) STD screen
d) Psychological support/Counselling
Where possible the patient should be followed up by the same clinic doctor. Medical 
follow-up should occur at 2 weeks and 3 months.
2. Telephone enquiries - the Rose Clinic phone line will be answered by Edie
Snooks - in her absence another female member of staff will cover. An 
answering machine will be available out of clinic hours. The receptionist will 
respond to Rose Clinic enquiries as follows:-
(a) When did sexual assault take place?
(b) Does the patient need emergency contraception?
(c) Gives an appointment WITHIN ONE WEEK
(d) Asks for a contact number
(e) Explains what will happen at clinic -ie. will see female doctor, tests will be 
offered, introduction to health advisors, how long will be in clinic
(f) Does patient want to speak to a health advisor?
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3. Psychological support - this will be offered to patients if on medical 
assessment the patient has>
* psychological distress including PTSD
* suicidal ideation (active sucidal intent should be directed to the
duty psychiatrist)
* vulnerability factors - eg. previous adult rape or CSA
* relationship/sexual difficulties related to the SA
* behavioural disturbance including substance misuse
If the patient has had previous psychological intervention and/or 
if they are currently receiving counselling or other psychological therapy 
hrough another agency referral will probably not be appropriate. Referral to 
outside agencies such as Victim Support or community psychiatric services 
may also be offered according to need.
Patients will be assessed by the Clinical Psychology Team and offered 
appointments on a priority system. Patients may attend for crises 
intervention and/or brief focused therapy for PTSD or any other difficulties 
which arise a result of the SA.
Patients may often not be responsive to seeing a clinical psychologist 
on initial visits and it may be more appropriate to offer at follow-up 
visits.
3.1 Health Advisors - may not always be appropriate to see the patient on
the first visit due to length of medical consultation. An appointment 
should be offered within a few days. The standard will be>
1. seen initial visit
2. foEow-up visit (in conjunction with medical f/u)
3. seen at 3/12
4. Nursing - to ensure continuity of care a named nurse wiH be aUocated to the 
patient. The nurse wiE offer support throughout the initial attendance, and wiE 
be avaEable to discuss any issues arising about any investigations required and 
the clinic procedure. The nurse wiE be avaEable to assist the Doctor with the 
necessary examinations. Patients can contact their named nurse by a direct line 
number as needed.
Appendix 3
PROPOSAL FOR A FEMALE SEXUAL ASSAULT SERVICE 
(THE ROSE CLINIC) AT THE AMBROSE KING CENTRE
SUMMARY
The Rose Clinic for women who have been sexually asaulted was established in 1989 
within the Ambrose King Centre (AKC), the genitourinary clinic of the Royal London 
Hospital. It is proposed to extend this service into a multi-disciplinary team with 
increased access and facilities for women . The service is intended to address the 
medical and psychological needs of a group who find it difficult to access professional 
help and to reduce the potential medical and psychological morbidity associated with 
sexual assault.
1. BACKGROUND
1.1 The AKC is the major sexual health centre in the East End of London,
serving a population of 170,000 in Tower Hamlets. In addition many 
patients attend the Department from other parts of London, particularly 
Hackney, the City and Newham. The AKC is therefore readily accessible to a 
population of approximately 600,000, of which 140,000 women are within the
age group 15-44 which is most at risk of sexual assault.
1.2 Rates of sexual assault in women in the general population are estimated at 
between 10-35%. An anonymous survey at a central London GU department 
found that 28% of female attenders disclosed a past history of sexual assault.
1.3 Reporting to statutory agencies is low but because of concerns over 
sexually transmitted diseases, including HTV, and the anonymity offered by GU 
clinics, women who have been assaulted already use these departments.
1.4 In 1993, 89 self-identified women attended the AKC specifically for 
sexual assault related matters, but undoubtedly more women attended for 
services without feeling able to disclose sexual assault. The service has not 
been advertised.
1.5 Individuals have real concerns about STDs, HTV infection and pregnancy.
1.6 Acute and long-term psychological consequences of rape are well 
documented.
1.7 The AKC serves a multi-ethnic population in a deprived inner city area.
Rates of sexual assault are known to be influenced by socio-economic 
factors but the prevalence amongst different ethnic groups is not well 
researched in the United Kingdom.
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2. PROPOSAL
2.1 To provide a multi-disciplinary team based at the AKC for women who 
have been sexually assaulted.
2.1.1 Be as accessible as is practical within resource limitations.
2.1.2 Be staffed by women who are fully trained in the needs of women who 
have been sexually assaulted.
2.1.3 Provide a comprehensive range of diagnostic and treatment services, 
including forensic sampling and storage facilities.
2.1.4 Provide short and longtem counselling appropriate to the client's needs and 
extending this to her significant others as necessary.
2.1.5 Act as a resource centre for the development of the specific skills involved in 
the care of women who have been sexually assaulted, specifically raising 
awareness of gender violence in medical and paramedical training within the 
Royal Hospitals Trust.
2.1.6 Facilitate research into sexual assault and other forms of gender violence
2.1.7 Initial plans are based on 300 women attending per year.
3. ADVANTAGES OF THE PROPOSAL.
3.1 The Rose clinic will provide a safe and confidential environment for 
women who have been sexually assaulted and attend to their medical 
and psychological needs.
3.2 A local resource will be developed providing training in matters related 
to sexual assault to both NHS staff and local community groups.Liaison 
will be improved with the statutory authorities.
3.3 A potential cost saving to the NHS by the avoidence or reduction in 
longterm medical and psychological morbidity in victims of sexual assault.
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4. CONSEQUENCES OF NOT PROCEEDING
4.1 Failure to adequately attend to the medical and psychological needs of 
women who have been sexually asaulted.
4.2 The potential spread of undiagnosed STDs and outcome of unwanted 
pregnancies.
4.3 The potential development of long-term medical and psychological morbidity 
with their attendent health care costs.
5 OPTIONS
5.1 Option 1
Version demonstrating exemplary consideration to clients
5.1.1 Clients or persons acting on their behalf would arrange appointments 
either within existing AKC opening hours or at their request at the 
beginning or end of sessions. Facilities would be developed to allow 
forensic examinations to take place at the AKC, so reducing the need for 
repeated examination. This flexibility has significant resource 
implications which are detailed below. The service would be widely 
advertised.
5.1.2 Laboratory services would be incorporated within those already 
existing, but facilities for forensic sampling and storage would need to 
be provided, as would changing facilities for clients.
5.1.3 Additional support for a health advocate, forensic medical examiner, . 
liaison psychiatrist and outside facilatator would enhance the quality 
of the service.
5.2 Option 2
Version demonstrating good consideration for chent access.
5.2.1 The Rose Clinic would operate through specific booked sessions
within existing opening hours. This would decrease chent accessibility 
and flexibility in arranging ongoing care. There would be limited 
advertising and if demand was high then ongoing care of clients would 
have to be restricted.
5.3 Option 3
Version demonstrating adequate consideration for chent access.
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5.3.1 To run the Rose Clinic within existing opening hours but without the 
facility of specific booked sessions. The service would not be 
advertised and would provide an acute STD screening service and 
emergency contraception with crisis intervention, only.
6 COSTS
Option 1
6.1 Capital Costs
A refrigerator and freezer for the storage of forensic samples. A 
shower,changing facilities and waiting area.
Cost of refrigerator and freezer............................................ £ 750
Shower and changing room ...................................................£3,500
6.2 Recurrent Costs
6.2.1 Staff costs £
2 Consultant/sessions per week 10,000
3 Registrar/sessions per week 9,500
1 WTE grade F Nurse 15,000
1 WTE Health Advisor 15,000
0.5 WTE Clinical Psychologist 10,000
2 Secretarial sessions 3,000
3 Reception sessions 4,500
1 Liaison Psychiatrist session 3,500
1 Health Advocate session 1,500
1 Facilatator session 2,900
2 Forensic Medical Examiner sessions 7.000
81,900
Consumables* 6,000
Total cost for Option 1 87,900
Consumables required for the development of specific literature, 
advertising, forensic kits, alternative clothing, word processor, fax, 
answer machine and bleeps .
/ i i  8
Option 2
7.1 Capital Costs
No additional capital costs.
7.2 Staff costs £
2 Consultant sessions per week 10,000
2 Registrar sessions per week 7,000
0.5 WTE grade F Nurse 7,500
0.5 WTE Health Advisor 7,500
2 Clinical Psychologist sessions 5,800
1 Secretarial session 1,500
2 Reception sessions 3,000
42,300
Consumables 3,000
Total cost for Option 2 45,300
Option 3
8.1 No additional capital costs
8.2 Staff costs £
1 Consultant session per week 5,000
1 Registrar session per week 3,500
2 grade F nurse sessions 3,100
2 Health Advisor sessions 3,600
1 Clinical Psychologist session per week 2,900
1 Secretarial session 1,500
1 Reception session 1.500
21,1000
Consumables 3,000
Total cost for Option 3 24,100
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CONCLUSIONS
Option 1 is our preferred choice, due to the perceived demand for the service, the 
benefits that women who have been sexually assaulted can gain from early intervention 
and the severe limitations that otions 2 and 3 would place on the development of the 
Rose Clinic.
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ABSTRACT
This study examined whether the reason for undergoing laparoscopic surgery 
accounted for differences in psychological adjustment to and from the operation, and 
whether psychological measures can predict surgical outcome. Medical outcome in 
chronic pelvic pain patients was also examined to see whether differences on 
psychological measures emerged between women in whom pathology was found and 
women in whom no pathology was found following laparoscopy. Subjects were 58 
women admitted as either day-case or overnight patients undergoing laparoscopic 
surgery for sterilisation, or infertility investigation, or investigation o f chronic pelvic 
pain. Assessments were completed at three time periods; on the morning o f surgery, 
approximately 2-4 hours after surgery, and at two weeks following hospital discharge. 
Measures were taken o f personality, mood, expected pain, post-operative pain, speed 
q/Aeammwg fo norma/ ocüwü&s dbys f/ze qpwaüwA and
satisfaction with information about the operation.
The reason for undergoing laparoscopy did not account for differences in overall 
pjycW og/ca/a<ÿw Jfm eM / fo an djfrom  &panMm%y o r j& r  d /ÿèrenceJ m f o s f -  
operative pain reporting or recovery at follow up. Examination o f the course o f STAI 
(state) anxiety revealed that patients having laparoscopy for investigation o f chronic 
fg /W cjp am & ad  f/ze /eaaf W w cfzon zn mzzzefy over f/ze f/zree perzock q/'asse.ssme/zf. 
Pelvic pain patients were also less satisfied with the information received about the 
(%?gf%H%ofz. zVb dzÿèreMcej em erged ozz azzy o f  f/ze ^erjona/zfy, mood, poaf- qperafzve 
pain, and recovery measures between women in whom pathology was found and 
women in whom no pathology was found following laparoscopy. However, a trend is 
reported for patients in whom pathology was found to be more anxious at two weeks 
following surgery than patients in whom no pathology was found. Results are 
dzjczzssed z/z fermj q/d/ze /z&e/y mec/zazzzjm^ zzzzder/yzzzg f/ze d ^ ren cejjfb w fzd  6efweeyz 
the operation groups and in terms o f previous reports which may overestimate 
personality and mood disturbance in women with chronic pelvic pain. Descriptive 
profiles emerged o f the relative influence o f dispositional, as opposed to situational, 
ffyc/zo /ogzca/j& cfora  zzz f/ze predzcfzozz q /'azrgzca/ ozzfcome zn examzrzafzofz o f  f/ze 
W zo/e azzrgzca/sazzzp/e. TTzza dbfa za dzjczzjW zzz ferma qfpoaaz6/e zmp/zcafzonafbr 
future research o f psychological preparation and interventions to reduce surgical 
stress. The importance o f individual variation in response to surgical stress is 
emphasised.
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A. INTRODUCTION
1. Practical and Theoretical Implications o f Psychological Research o f Surgical 
Treatments.
Recent times have seen the emergence of a large body of interest in psychological 
approaches to medical diagnosis and treatment. The interest is reflected in the 
growing number of work opportunities for psychologists within general medicine 
settings and specialised services such as gynaecology (e.g. Broome, 1980; Hunter, 
1989), renal care (Nicolls, 1981), and acute and chronic care to coronary patients 
(Wallace, 1982). These settings are often receptive to the direct application of 
psychological research to health care delivery. A particular area of research interest 
has been the investigation of psychological reactions to surgery. Surgery has long 
been recognised as a stressful event that creates demands on psychological and 
physical functioning. However, as medical technology advances an ever increasing 
number of patients are undergoing surgical treatments, and Kincey (T989) points out 
the danger of the psychological welfare of these patients being overlooked compared 
with the need to reduce waiting lists and increase throughput.
Research into psychological reactions to surgery stem from both practical and 
theoretical considerations. Practical benefits of attempting to identify the 
psychological needs of surgical patients or predicting “at risk” individuals and by 
attempts at psychological intervention include, for example, that patients may be less 
distressed with the process and outcome of surgery, and may show higher levels of 
comprehension, memory, and ‘compliance’ with relevant health care and advice. As a 
consequence, patients may make more rapid physical recoveries from surgery and have
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less post-operative psychological complications. Finally, this may lead to patients 
making fewer subsequent demands on surgical and other health care resources, and, 
hence, contribute towards a more cost-effective and efficient use of resources (Kincey, 
1989).
Theoretical interest in psychological reactions to surgery reflects a number of 
approaches. One approach concerns the event of surgery as a paradigm for stress 
research developed in analogue laboratory settings. This approach explores the 
relationship between physical and psychological processes and coping mechanisms as 
pioneered by Janis (1958), Lazarus (1966), and Speilberger et al (1973) among others. 
Another approach concerns the growing interest in communications theory and in the 
practical aspects of doctor-patient communication. Research has shown that 
dissatisfaction with information is the most frequent source of complaint about hospital 
care from patients, and in particular, where care is highly specialised and technical 
(Ley, 1979; 1982). Finally, surgery provides a paradigm for trusting methods of 
psychological crisis interventions. These methods have included, for example, 
strategies involving the provision of information before surgery (e.g. Wallace, 1983, 
1984), or the teaching of behavioural-psychological strategies for stress-control such 
as relaxation techniques (e.g. Pickett and Clum, 1982) or the teaching of cognitive 
coping strategies (e.g. Ridgeway and Matthews, 1982) or a combination of such 
strategies (Kincey and Saltmore, 1990).
In a recent review of psychological reactions to surgery, Kincey and Saltmore (1990) 
suggest two main perspectives by which surgery can be viewed. The first perspective 
considers surgery as a physical procedure having a significant effect on a number of
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physiological parameters of bodily functioning, both during and subsequent to surgery 
itself. Viewed from this perspective, surgical procedures will be in many essential 
respects similar for each individual undergoing a particular category of operation, 
although individuals will vary in rates of physical recovery according to physical risk 
factors such as return to mobility, duration of hospitalisation, physical complications, 
or mortality (Ellis and Simpson, 1985). A contrasting second perspective suggests 
surgery is an experience with a particular meaning for the individual under going the 
operation. In this view, the meaning of a particular surgical intervention may vary 
greatly for different individuals undergoing the same procedure. Kincey and Saltmore 
(1990) suggest that specific stresses arise from the experience of surgery as a physical 
demand on individual biological systems, but of, perhaps, equal importance, unique 
stresses may be produced by the meaning of the particular surgical experience for the 
individual at that point in time. This research study was carried out in view of these 
two perspectives. Specifically, the focus is not only on whether pre-operative 
psychological variables may be predictive of post-operative physical and psychological 
outcomes, but also on whether the meaning of a similar surgical procedure undertaken 
for different reasons accounts for differences between individuals adjusting to and 
recovering from the operation. This research examines psychological and physical 
reactions to a gynaecological surgical procedure, laporoscopy, which women were 
undergoing for sterilisation or for infertility investigation or for pelvic pain 
investigation.
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2. Methodological Issues in Studies Concerning Psychological Reactions to 
Surgery
The major strategy used in research for determining how patients respond 
psychologically to surgery has usually involved the assessment of mood states over 
time, usually pre-operatively and at one or more post-operative stage. This focuses 
attention on the temporal process of surgery (Kincey 1989). Generally, most studies 
refer to how various negative emotional reactions to the event, usually measured in 
terms of levels of anxiety, depression and other psychological variables, may be 
predictive of post-operative mood and/or the achievement of physical and behavioural 
recovery. A wide range of measures have been used to evaluate the emotional and 
physical impact of surgery at different stages of the process. For example, the 
recovery stage of the process has been evaluated using varying measures of post­
operative
complications, pain, use of analgesic medications, post-operative emotional 
disturbance, length of hospital stay, and return to normal activities (Johnston, 1984). 
Studies have included mixed surgical groups or patients all undergoing the same 
surgical procedure, and often have not considered variables such as the severity and 
psychological significance of the type of surgery. The contribution of demographic 
and other medical factors have also often been overlooked in studies of how patients 
respond to surgery (Wallace, 1984). The issue of whether post-operative 
psychological reactions can be accurately attributed to the effects of the surgery or 
whether they may relate to pre-existing psychological disorder has been addressed by 
Gath (1980) and Kincey and McFarlane (1984) among others. There is also bound to
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be variations in the type of medical care and information offered in different hospitals, 
which may influence how patients respond psychologically to surgery.
The above issues suggest just some of the difficulties in making generalisations about 
how individuals respond both psychologically and physically to surgical treatments 
across different studies. Kincey (1989) suggests “it should be emphasised that 
different individuals show very different psychophysiological responses to seemingly 
identical stressors and that the same individual may show similar psychophysiological 
stress responses to different physical stimuli”. He suggests clinicians should bear in 
mind the phenomenon of “de-synchrony”, which acknowledges that the correlations 
between subjective experience, overt behaviour, and psychophysiology may often be 
low, and cautions against drawing conclusions about one of the three categories of 
reaction on the basis of the others (Kincey, 1989).
Nevertheless, there is accumulating evidence from research to suggest that 
psychological variables do have some predictive value in determining post-operative 
outcomes. A review of this evidence is relevant to the choice of methodology in this 
study, and in influencing the current hypotheses.
3. The Prediction o f Surgical Outcome
The main psychological variables looked at in terms of predicting post-operative 
psychological, behavioural, and physical outcomes include pre-operative moods and 
personality factors. The influence of demographic and medical factors on surgical 
outcome have been looked at to a lesser extent.
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3.1 Pre-and Post-operative Moods
Anxiety: Anxiety has been the most widely studied psychological variable in relation 
to surgery. Anxiety is frequently defined as an emotional response to a threatening 
situation (Spielberger, 1972), and there is general agreement that the experience of 
surgery produces various threats such as possible disability, loss of control, and fear of 
anaesthesia (Norman, 1987). Research has indicated how the event of hospitalisation, 
as distinct from surgery, is a source of stress and anxiety in its own right. For 
example, DeWolfe et al(1966) found lower trait anxiety scores to be associated with 
the ease with which both general medical and surgical patients coped with the hospital 
environment. Lucente and Fleck (1972) found that levels of anxiety were determined 
to a greater extent by the personality of the patient and their view of the hospital 
environment, than by the severity of condition or diagnosis. Volicier (1978) noted 
sources of anxiety associated with hospitalisation to include unfamiliarity of 
surroundings, loss of independence, separation from spouse, lack of information, and 
problems with medications. In the same study higher stress ratings (as measured by 
the Hospital Stress Scale, Volicier and Bohannon, 1975) were found to be correlated 
with greater reported pain and poorer physical status in both medical and surgical 
patients. However, surgical patients appeared to experience more disturbance than 
medical patients, even when their illnesses were rated less serious overaU (Volicier and 
Bume, 1977).
Numerous studies document the presence of raised anxiety levels in surgical patients. 
Generally, two related themes have been the focus of study; the course that anxiety 
takes over the surgical process, and the significance of pre-operative fear or anxiety as 
a factor in recovery from surgery. A number of studies have used the State-Trait
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Anxiety Inventory (STAI) (Spielberger et al, 1970) pre-and post-surgery and have 
found little change in trait anxiety (which is considered to be a relatively stable aspect 
of personality and reflects an individual’s propensity to anxiety), but considerable 
fluctuations instate anxiety (which is considered to reflect a transitory emotional state) 
(e.g. Auerbach, 1973; Spielberger et al, 1973; Martinez-Urrutia, 1975). These findings 
support the validity of the state-trait distinction. The influence of trait anxiety on 
surgical recovery will be discussed separately.
The study of the course of state anxiety over the surgical period has produced some 
mixed results. The assumption that high levels of anxiety are found on admission but 
then decline in the post-operative period (e.g. Auerbach, 1973; Spielberger et al, 1973) 
has not always been supported (e.g. Chapman and Cox, 1977; Johnston, 1980). 
Johnston (1988) suggests results supporting this assumption are misleading because 
post-operative measures were not taken Until each patient was “relatively free from 
post-operative discomfort” and told they were “recovering from surgery without 
complications”. Her own research has indicated that high levels of anxiety are seen 
both up to 4 days before surgery (prior to hospital admission), and after surgery with 
only a gradual decline (Johnston 1980). For example, she reported that the anxiety 
levels of 72 gynaecological patients continued to decline up to 14 days following the 
operation.
Johnston’s (1980) four related studies of different operative groups also demonstrate 
that the type of operation may influence the course of anxiety, and, in particular, the 
rate of anxiety decline in the post-operative period. Thus, orthopaedic patients 
maintained high levels of anxiety and, in particular, the rate of anxiety decline in the 
post-operative period. Thus, orthopaedic patients maintained high levels of anxiety for
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four days after surgery, while gynaecological patients showed a decline within the 
same period. Johnston (1980) speculates that the continued raised level of anxiety m 
the former patients may be due to the fact that these patients must wait some time 
before their plaster casts are removed before learning the success or failure of the 
operation, and whether the threat of disability remains. Thus, patients are not only 
anxious about the surgical procedures and related discomfort and pain, but also about 
the result (Newman 1984). Newman (1984) speculates that Johnston’s results may 
indicate that either these orthopaedic patients switch from being anxious about the 
operative procedures to the result or that concern about the success of the operation 
contributes significantly to per-surgical levels of anxiety.
Another study which indicates that different types of, and reasons for, surgery, 
influence the course of anxiety is provided by Chapman and Cox (1977). They 
compared a sample of renal donors, renal recipients and general surgical patients on 
pain, anxiety, and depression ratings, and results showed that renal donors were highly 
anxious post- surgery despite being the least anxious before surgery, whereas renal 
recipients were most anxious pre-operatively but the least anxious later in recovery, 
presumably, as they gained confidence in the success of the procedure (Chapman and 
Cox, 1977). Finally, further evidence that state-anxiety response in surgical patients 
are in part a function of the meaning of the operative procedure for the patient is 
provided by Wallace (1985) in a study of laparoscopic sterilisation and infertility 
investigation patients. Primary infertility patients showed higher anxiety levels 6 weeks 
before surgery, on the morning of surgery, and at 6 weeks after operation compared to 
sterilisation patients, although both were undergoing essentially the same operation 
(Wallace, 1985).
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The rationale behind studies of the course of anxiety in surgical patients rests partly on 
attempting to determine the optimal timing of stress-reduction interventions, although 
there have been few empirical attempts to actually relate these two factors (Kincey and 
Saltmore, 1990). The study of anxiety in relation to surgery becomes of particular 
clinical relevance when it is suggested that pre-operative emotional state may be 
predictive of post-operative recovery. The impetus for research into this area was 
given by Janis (1958). He proposed a curvilinear relationship between pre-operative 
fear or anxiety and post-surgical outcomes. Specifically, he reported that surgical 
patients who experienced a moderate degree of anticipatory fear would be least likely 
to develop emotional disturbance and have fewer complications after surgery, as 
compared to either high or low anxiety patients who would have the poorest outcome. 
Janis (1958) proposed that patients with high anticipatory fear will continue to show 
intense fear post-operatively due to an “underlying neurotic disposition”, while patients 
with low anticipatory dear will tend to react with anger and resentment post- 
operatively due to their unrealistic appraisal of the discomfort and dangers they were 
facing, and consequent lack of preparatory behaviour. Patients displaying moderate 
anxiety would experience the best post-operative adjustment because they would have 
sought information about the surgical procedure and were, thus, mentally prepared for 
the impending threatening event. Janis termed this process the “work of worrying , 
and he was pioneering in suggesting that the low and high fear patients would benefit 
from extra pre-operative information to enable them to mobilise effective mental 
preparation for the event.
Janis (1958) based his curvilinear hypothesis of adjustment to surgery on a 
retrospective study of 149 male college students who had recently undergone
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operations and a small sample of mixed surgical patients. The methodology of this 
study has subsequently been criticised , and problems noted with allocating patients 
into the three groups proposed by Janis (e.g. Johnston 1980). Later better designed 
studies have generally failed to find a curvilinear relationship between pre-operative 
anxiety and post-operative outcome, and show that where significant, this relationship 
tends to be linear (e.g. Wolfer and Davis 1970; Johnston and Carpenter 1980; Wallace
1984, 1986).
Studies which specifically divided patient groups into low, medium, and high anxiety 
groups on the basis of pre-operative mood checklists provide support for the linear 
model. Johnson et al (1971) found significant differences between the groups on 
measures of post-operative mood and pain, but these difierences were only significant 
in comparison of the high anxiety group with the other two, the former having the 
most adverse outcomes. Sime (1976) found a linear relationship between pre- 
operative fear and speed of recovery, length of hospital stay, number of analgesics and 
negative affect. However, Johnston and Carpenter (1980) criticise such studies for 
dividing patients into three equal groups. They point out that Janis appears to describe 
a group whose anxiety is qualitatively different rather than simply quantitatively 
different, and that dividing patients’ anxiety scores arbitrarily into thirds may obscure 
differences between moderate and low anxious patients. Thus, this would fit findings 
that low and moderate groups tend not to differ from both (Johnston and Carpenter
1980).
An assumption often made by studies supporting the linear model is that any reduction 
in pre-operative anxiety is likely to facilitate recovery (Wallace, 1983). However, the 
relationship between pre-operative anxiety and various physical and behavioural
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indices of recovery (e.g. pain, analgesic use, length of stay, return to normal activities, 
etc.) is not clear. Williams et al (1972) proposed that the level of pre-operative anxiety 
affects the patient’s physiological status at the time of the operation and post- 
operatively. Specifically, they argue that more anxious patients require higher doses of 
pentothal for anaesthesia induction and may, therefore, undergo greater surgical risk. 
However, other studies tend to support the notion that pre-operative anxiety is 
predictive of post-operative moods, but not other measures of post-operative recovery 
(Johnson et al 1971; Cohenand Lazarus, 1973; Johnston and Carpenter 1980; Wallace 
1986). For example, Johnston and Carpenter (1980) found a linear relationship 
between pre-operative state anxiety and post-operative state anxiety and depression 
measures, but not with length of stay, pain, and other indices of recovery. Wallace 
(1986), using a sample of 131 women undergoing minor gynaecological surgery, also 
found a similar linear relationship between anxiety, but neither pre- nor post-operative 
anxiety were predictive of speed of returning to normal activities, vital signs, pain, 
symptoms, and medication usage.
Nevertheless, other researchers present some evidence to support the notion that pre­
operative anxiety may be predictive of physical outcome (e.g. Hayward 1975; 
Martinez-Urrutia 1975; Jamison et al 1987) and that this relationship also tends to be 
linear. Jamison et al (1987) reported that pre-operative moods (including STAI (state) 
anxiety, fear of surgery, outcome expectancy, and emotional distress) significantly 
predicted both physical and psychological outcome from surgery in a sample of women 
admitted for laparoscopic surgery. Generally, discrepant results in this area may be 
due in part to inadequate anxiety or recovery measures or to the use of heterogeneous 
subject samples (Mathews and Ridgeway 1981).
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Mathews and Ridgeway (1981) have suggested a number of possible mechanisms to 
account for the finding that highly anxious patients make less successful recoveries 
after surgery, compared to less anxious patients. One mechanism concerns the use of 
subjective ratings; they argue that higher levels of anxiety could lead directly to 
subjective reports of poorer physical recovery (e.g. higher pain levels). It may also be 
that highly anxious patients are more likely to avoid exercises they are advised to take 
to promote recovery because of concern with pain or concern about possible damage. 
Finally, some research has suggested that in a highly anxious state, increased 
autonomic arousal may lead to increased levels of catecholamines and corticosteroids 
(Selye 1976; Boore 1978), which may retard post-surgical healing (Mathews and 
Ridgeway 1981).
Pain Surgical pain and analgesia use are frequently used to index recovery in studies 
of psychological reactions to surgery. Pain tends to be amongst the most highly 
ranked medical stressors (Van Der Ploeg 1988), and yet the management of acute 
post-operative pain presents something of a problem to medical staff due to the great 
individual variation in response in medical-surgical inpatients, and problems in 
identifying pain levels and consequent under-medication (Donovan et al 1987). 
Investigators have extrapolated from findings of high pre-operative anxiety and other 
emotional states being predictive of poorer surgical outcome, to propose a specific 
relationship between such factors and pain response and medication usage. Clearly, 
the identification of predictor variables is of clinical importance for the design of 
intervention programs to reduce the level of discomfort. However, studies attempting 
to identify such predictor variables have produced discrepant results. Johnston (1984) 
points out that pain may reflect the availability of analgesics, while analgesic use may
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only reflect routine hospital policy, which may influence results. The multidimensional 
nature of pain comprising various sensory, affective and evaluative components 
(Melzack and Torgeson 1971) presents a problem for measurement, and many studies 
employ a simple unidimensional representation of pain (e.g. visual analogue scales) 
with consequent problems of reliability and validity (Wardle 1985).
Several studies support a simple linear relationship between pre-operative anxiety and 
post-operative pain (Sime, 1976; Chapman and Cox 1977; Johnson et al 1978; George 
et al 1980). Ray and Fitzgibbons (1981) reported a significant correlation between 
levels of stress before surgery and stress and pain post-operatively, while a negative 
association was found between high levels of pre-operative arousal and high levels of 
post-operative pain and medication consumption. Extrapolating from Janis (1958), 
they suggest that a distinction needs to be made between anxiety associated with the 
“work of worry” (conceptualised as the “stress” factor). Thus, their finding suggests 
that it is the coping orientation aroused by worry, as opposed to worrying itself, which 
promotes post-surgical adjustment.
Scott et al (1983) found that high levels of state anxiety, and a high degree of 
information about the surgery, predicted the Present Pain Intensity measure of the 
McGill Pain Questionnaire (MPQ) (Melzack 1985), but not analgesic use. Taenzer et 
al (1986) used a large number of measures of personality, affective, and demographic 
factors to predict post-operative pain in 50 male and female elective gallbladder 
surgery patients and found that a high level of trait anxiety (but not state anxiety and 
fear of surgery) was strongly predictive of all post-operative pain measures. Other 
studies have also failed to find a relationship between state anxiety and post-operative 
pain (Bruegel 1971; Johnson et al 1971; Johnston and Carpenter 1980; Wallace 1986).
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Another approach to the prediction of post-surgical pain concerns whether expectation 
of pain can predict the actual pain impact. A number of hypotheses have been put 
forward which relate to this approach. Firstly, based on clinical wisdom, it may be 
assumed that patients who expect pain to occur will report greater pain intensity than 
patients who do not hold these expectations. A cognitive information processing 
model developed by Johnson et al (1971) and Leventhal (1979, 1983) proposes that 
the accuracy of pain expectations about impending threat determines the intensity of 
patients’ emotional response to the event. Thus, the greater the discrepancy between 
expectations and actual experience of pain, the greater the emotional reaction 
(Wallace. 1985). While this latter hypothesis has received some support (Johnson et al 
1974, 1978), Johnston (1981) suggests it may be the direction of discrepancy, and not 
the actual discrepancy, which is important. Thus, she found that patients who 
experienced less pain than they expected had less transient anxiety after surgery 
(Johnston 1981).
Wallace (1985) found, in a series of studies of laparoscopy patients, that the greater 
the pain expected, the greater the pain reported at return from surgery. Furthermore, 
pain expectancy was positively correlated with both pre- and post-surgical emotional 
variables. In view of this latter finding, Wallace (1985) suggests that the manipulation 
of patients’ emotional responses may be as effective as manipulating pain expectancies 
in controlling surgical distress and pain. However, the direction of causality between 
acute pain and anxiety is unknown (Craig 1989), and it does not necessarily follow that 
the reduction of one leads to the reduction of the other.
Depression: There is little data on the relationship of depression to surgical outcome, 
although it may be considered, along with anxiety and pain, as one of the possible 
responses to stress (Chapman and Cox 1977). While anxiety may reflect a more 
transitory mood state with apparent fluctuations over the surgical process, depression 
is usually considered a more enduring mood state, which suggests difficulties in 
relating the latter specifically to the surgical process as opposed to some other pre­
existing disturbance. A few studies have studied depression in the context of the 
surgical process. Chapman and Cox (1977) found a significant relationship between 
pre-operative depression scores and post-operative anxiety and pain intensity. 
Depression was also related to prolonged anxiety during recovery. Johnston and 
Carpenter (1980) found a linear relationship between pre-operative anxiety and post­
operative depression (depression was only assessed after surgery).Taenzer et al (1986) 
found that pre-operative depression (using the Beck Depression Inventory (BDI), 
Beck et al 1961) measured the evening before surgery was significantly correlated to 
all post-operative pain measures of the MPQ and analgesic use. They speculate, since 
mean scores for these patients were generally in the normal range of the BDI, whether 
variations in depressive symptoms that are considered to be within our cultural norm 
are in some way related to the perception of acute pain (Taenzer et al 1986). The 
influence of depressive symptoms on other measures of post-operative outcome is not
established.
3.2 Personality Factors
Three main personality factors have emerged as being of particular importance as 
potential predictors of surgical outcome. These are trait anxiety, neuroticism and 
coping style (Kincey and Saltmore 1990). Interest in this area stems partially from the
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view that if such personality variables are predictive, they should be assessed well in 
advance of hospital admission and, therefore, allow for special provision for those 
patients identified as “at risk” of poor adjustment to surgery (Wallace 1984).
Trait Anxiety: The evidence suggests that trait anxiety is predictive of state anxiety in 
anticipation of surgery and during prolonged recovery, but not in the immediate post- 
surgical period (Wallace 1984). Thus, Johnston (1980) and Wallace (1983) found 
higher trait anxiety to predict higher transitory anxiety responses before surgery, but 
Wallace (1983, 1987) found it to be only a weak predictor of anxiety in the post- 
surgical period. She also found that trait anxiety was significantly associated with state 
anxiety at one and six weeks post-discharge form hospital in patients undergoing minor 
gynaecological surgery (Wallace 1983). Such results may be explained by the fact that 
other threats may become more salient (e.g. pain and concern over the outcome) in the 
immediate post-surgical period and these may be stronger determinants than trait 
anxiety of state anxiety (Wallace 1984).
Trait anxiety tends to be an inconsistent predictor of post-surgical outcomes other than 
state anxiety. Martinez-Urrutia (1975) found a positive association between trait 
anxiety and the sensory component (but not the affective, evaluative, and intensity 
components) of the Melzack-Torgerson Pain Questionnaire (Melzack and Torgerson
1971) in 59 male surgical patients. Chapman and Cox (1977) also found a positive 
association between trait anxiety and post-operative pain and length of hospital stay. 
Taenzer et al (1986) found trait anxiety to be a strong predictor, accounting for 35% 
of the explained variance, of all pain measures of the MPQ.
Wallace (1983) found that patients with higher trait anxiety reported greater pain after 
the operation, and that trait anxiety was positively associated with higher scores on
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mood states including anger, anxiety, depression, and fatigue following discharge from 
hospital. However, in the same study, trait anxiety was not associated with other pre- 
and post-surgical measures including vital signs, medication use, the number of post- 
surgical symptoms experienced and speed of recovery.
Studies using measures of trait anxiety other than the STAI have failed to find a 
relationship between patients’ propensity to experience anxiety and surgical outcome 
(Wolfer and Davis, 1970; Bruegel 1971; Johnson et al, 1971).
Neuroticism: Neuroticism is usually assessed by the Eysenck scales (Eysenck and 
Eysenck 1964) and purports to be a dimension of personality relating to individuals 
emotionality. Neuroticism correlates moderately with trait anxiety (Hayward, 1975) 
and has also been shown in a few studies to be associated with poorer surgical 
outcomes such as increased post-operative pain and medical complications (Parbrook
et al, 1973; Hayward, 1975).
Cronin et al (1973) found in a study of 100 general surgery patients that higher levels 
of neuroticism were associated with greater frequency of general patient complaints, 
but not with pain reporting or analgesic use. Taenzer et al (1986) found that 
neuroticism was strongly predictive of post-operative depression and pain measures.
Mathews and Ridgeway (1981) conclude the neuroticism scale is useful in identifying 
patients “at risk” for delayed or complicated recovery. However, Kincey and Saltmore 
(1990) caution that while this may hold up on a group basis, it is unclear how accurate 
neuroticism scores are in identifying individual “at risk” patients. A further problem is 
that is, in theory, like trait anxiety not directly amenable to change.
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Coping Style: Research investigation this variable assumes individuals have a
characteristic manner of coping with stressful events. Typically, researchers have 
divided subjects into those using an avoidant and denial style of coping and those using 
a vigilant coping style in relation to surgery. These coping styles are distinguished by 
the fact that the former is characterised by avoiding information and discussing feelings 
about the operation, whilst the latter actively focus on and seek information about the 
operation (Newman 1984). The potential influence of these coping variables upon 
surgical outcome have been investigated. Cohen and Lazarus (1973) studied 61 
surgical patients, and found that those classified as “vigilant” had the most complicated 
post-operative recovery. Other studies have failed to find differences in recovery 
variables amongst patients classified according to coping styles (Andrew 1970; Sime 
19-76).
In a review of this area, Mathews and Ridgway (1984) concluded that patients with a 
vigilant coping style experience more distress and have poorer surgical outcome than 
those with avoidant styles, but may benefit more than avoidant patients from 
psychological preparation for surgery.
Other studies of coping style have examined the Locus of Control dimension, which 
refers to differing beliefs (i.e. internal or external) persons have about their control 
over events. The internal-external dimension has generally not shown to be relevant to 
indices of surgical recovery (Levesque and Charlebois 1977; Phillips and Bee, 1980; 
Wallace 1983). Taenzer et al (1986) found neither the Rotter locus of control scale 
(Rotter 1966) nor the health locus of control scale (Wallston et al, 1976) to be 
associated with various recovery measures from surgery.
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Generally, significant methodological problems remain in this area including the wide 
variety of measurements of coping style used, which make it difficult to integrate the 
findings across different studies.
3.3 Demographic and Medical Factors
Basis demographic factors (e.g. age, gender, social class) have not been well 
investigated in the context of prediction of surgical outcome. A few studies report 
inconsistent results (Graham and Conley 1971; Taenzer et al.1986). Taenzer et al 
(1986) found that among the demographic and medical factors (e.g. sex, age, previous 
medical history and other indices of medical history) included in the study, only 
education level and the presence of a chronic pain syndrome, were significant 
predictors of post-surgical pain. Cultural and sex differences in pain tolerance, with 
women generally tolerating less discomfort have been proposed (Woodrow et al,
1972). Wolfer and Davis (1970) report sex differences in fear and anxiety over the 
course of surgery. The type of, and reasons for surgical interventions may be 
associated with pre- and post-operative psychological adjustment as mentioned above, 
and Mathews and Ridgeway (1981) recommend that, in view of such findings, future 
studies should be homogenous in terms of sex and operation type.
In medical terminology a distinction is often made between “major” and “minor” 
surgery, and it might be assumed that the former might predict greater anxiety due to 
the anticipated greater physical trauma. However, Johnston (1987) found no 
difference in STAI scores of women awaiting major and minor gynaecological 
operations. This result is interpreted in view of the psychological significance of the 
event, since minor gynaecological procedures are typically investigative or diagnostic,
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whilst major procedures such as hysterectomy are typically therapeutic, following full 
assessment, and with little ambiguity about the course of events (Johnston 1988).
4. Psychological Aspects o f Minor Gynaecological Surgery
Studies of minor gynaecological procedures have, in the main, been concerned with 
either longer term psychological outcome (e.g. Cooper et al, 1981) or short term 
physical morbidity (Towey et al, 1979). Reports of particularly high rates of 
psychological distress and psychiatric morbidity in women attending gynaecological 
clinics (Ballinger 1977; Byrne 1984), along with reports of variable rates of 
psychological distress attached to a variety of gynaecological problems (see Broome 
and Wallace 1984) suggest difficulties in attributing psychological adjustment, apart 
from factors such as the underlying diagnosis and reasons for the operation, to the 
event of gynaecological surgery itself. Nevertheless, both psychological preparation 
studies and those of adjustment to minor gynaecological procedures generally fail to 
include consideration of the meaning of the event (e.g. Reading 1979; Hewson, 1979; 
Jamison et al, 1987).
One exception has been the study by Wallace (1985), who examined whether the 
reasons for undergoing laparoscopic sterilisation or infertility investigation contributed 
towards psychological adjustment and recovery. She found significant differences 
between infertility and sterilisation patients on state anxiety on the morning of surgery, 
vital signs, post-operative intramuscular analgesia, and in the speed of returning to 
normal activities. Of particular interest, she found that sterilisation patients reported 
similar levels of post-operative pain as the infertility patients, despite the former being 
subject to greater tissue damage through the application of rings to the fallopian tubes.
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Overall, sterilisation patients showed least psychological distress. Uncertainty ot 
outcome in the infertility group might be one of many possible contributing variables to
this result.
The current study also examines psychological adjustment and pain reporting in 
women undergoing elective laparoscopic surgery but, in addition, to sterilisation and 
infertility patients, also includes chronic pelvic pain patients. Chronic pelvic pain is the 
most common indication for diagnostic laparoscopy (Report of the Royal College of 
Obstetricians and Gynaecologists, 1978), but anecdotal reports have suggested these 
patients are particularly vulnerable to adverse psychological reactions to surgery 
(Youngs and Wise, 1980). The current study will be discussed in m ore detail below, 
but in consideration of the above issues of whether adjustment can be attributed to the 
surgery itself or other factors, a brief review of psychological aspects of sterilisation, 
infertility, and chronic pelvic pain is needed.
4.1 Sterilisation
Elective tubal sterilisation by laparoscopy is a frequently performed operation, and one 
of the most popular forms of contraception for women who have completed their 
families. However, sterilisation differs from other contraceptive methods in that it is 
likely to be irreversible, and doctors would not usually advise the operation if either 
partner had any doubts about this. Alder (1984) suggests the psychological crux of the 
decision to have a sterilisation operation must be its permanency.
Early reports of psychiatric sequelae to sterilisation reported rates of 60% for 
psychiatric disorder (Enoch et al, 1975), 65% for psychosexual problems (Khorana et 
al, 1975), and rates of 43% for regret at having the operation (Ansara et al, 1976).
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However, such studies have been criticised for their methodological limitations 
including the use of retrospective reports and unstandardized measures (Cooper et al,
1982). Better designed prospective studies have found no evidence for sterilisation 
leading to adverse psychological outcomes (Cooper et al, 1982; Bledin et al, 1984).
Risk factors for adverse emotional reactions following sterilisation include previous 
psychiatric history, multiparity and youth, marital problems at the time of sterilisation, 
and if the sterilisation is related to a recent pregnancy (particularly, an abortion), or 
performed for medical reasons (Lambers et al, 1984). However, approximately 95% 
of women who have the operation appear to be satisfied with the decision. The key to 
successful outcome is likely to lie in adequate counselling and good information about 
the positive and potentially negative aspects including the above risk factors implicated 
with sterilisation (Lambers et al, 1984).
4.2 Infertility
Infertility is defined as the involuntary inability to conceive, and affects approximately 
10% of couples of childbearing age (Hunter, 1989). Infertility investigations may span 
many years, and for some patients an organic cause for their inability to conceive may 
never be found (e.g. Templeton and Penney, 1982). Many early studies attempted to 
identify psychological factors as causes of infertility or to assess characteristics which 
might differentiate fertile and infertile women (or couples). Numerous methodological 
difficulties with such studies have been pointed out, and in a recent review, Edelmann 
and Connolly (1986) suggest there is little support from the available evidence that 
psychological factors play a part in the aetiology of infertility.
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Another approach concerns the impact of infertility on psychological functioning, and 
the evidence here suggests that fairly high rates of emotional distress are associated 
with attending infertility clinics (Bell, 1981; Connolly, Edelmann and Cooke, 1987). 
Psychological distress is particularly associated with prolonged periods of 
investigation and the duration of the infertility (e.g. O’Moore et al, 1983; Connolly, 
Edelmann and Cooke, 1987), and whether the cause of the infertility is with the male 
or female partner (Connolly et al, 1987). Further variables influencing psychological 
functioning include the investigative procedures carried out, and the diagnosis and 
prognosis from investigations (Edelmann and Connolly, 1986).
Wallace (1983,1984) found in a survey of fears of women undergoing laparoscopic 
sterilisation or infertility investigation, that infertility patients were most often 
concerned about negative feelings they anticipated if the investigation suggested a poor 
prognosis. These patients were also fearful of the need for further operations to rectify 
their infertility and that a poor diagnosis would lead their husbands to devalue them as
: i
women. Such fears were also correlated with greater dissatisfaction with information 
assessed post-operatively (Wallace, 1884).
4.3 Chronic Pelvic Pain
Pelvic pain is a very common presenting complaint amongst women attending 
gynaecological clinics which may often lead to surgical interventions. Underlying 
causes may include pelvic inflammatory disease (PDD), endometriosis, pelvic adhesions, 
or ovarian pathology, and laparoscopy is the current method of choice for differential 
diagnosis (Cunanan et al, 1983). However, approximately a third to two-thirds of 
women presenting with chronic pelvic may have no obvious organic pathology after
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investigation (Gillibrand, 1981; Cunanan et al, 1983). This has led researchers to 
investigate the influence of psychological factors in the aetiology of chronic pelvic 
pain. However/Beard and Pearce (1989) suggest that the presence of organic 
pathology in itself does not suggest an “explanation” for the pain, and the influence of 
psychological processes on somatic changes and the perception of pain should be
considered.
Several studies report mood disturbance and high levels of psychopathology in women 
with chronic pelvic pain (Gidro-Frank et al, I960; Magni et al, 1984; Rosenthal et al, 
1984; Walker et al, 1988). Magni et al (1984) investigated 29 women undergoing 
laparoscopy for chronic pelvic pain, and patients found to have no detectable organic 
pathology had higher mean depression ratings (using the Zung Self-Rating Depression 
Scale; Zung, 1965) than patients in whom pathology was found. Walker et al (1988) 
compared 25 women with chronic pelvic pain with 30 women (infertility and bilateral 
tubal ligation patients) all undergoing laparoscopy, and found a higher incidence m the 
former group of major depression, somatization, adult sexual dysfunction and history 
of childhood and adult sexual abuse using structured psychiatric and sexual abuse
interviews.
There are problems in interpreting the results of such studies since the direction of 
cause and effect between chronic pelvic pain and psychological disturbance is 
unknown. Studies have failed to consider the chronicity of the pelvic pain, and have 
failed to use comparison groups with pain of equivalent chronicity. Thus, 
psychological disturbance arising from the long-term experience of pain cannot be 
ruled out (Pearce, 1986; Beard and Pearce, 1989).
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Pearce (1987) found, in a prospective study of pelvic pain patients matched for pain 
chronicity, no differences between women who following laparoscopy showed 
evidence of pelvic pathology and those who did not have pathology on the Eysenck 
Personality Questionnaire (EPQ) (Eysenck and Eysenck, 1975) and on mood measures 
(Profile of Mood States). She suggests that personality and mood disturbances have 
been overestimated in this group of patients, and there is no evidence of these playing a 
causal role in chronic pelvic pain. Thus, no differences between the women with pelvic 
pain and the normal population on scores of the EPQ and mood profiles were 
observed.
Pearce (1987) points out that this latter result is rather at odds with conclusions drawn 
from groups of other chronic pain patients: For example, the bulk of the empirical 
evidence supports a relationship between chronic pain and depression with prevalence 
rates ranging between 30 to 100% of the patients studied (Romano and Turner, 1985). 
However, it has been suggested that personality and mood changes observed in 
chronic pain populations may be in part a consequence of physical limitations 
associated with the condition rather than with the pain duration (Naliboff et al, 1982). 
Thus, Pearce (1987) suggests that the findings that mood and personality disturbance 
do not seem to occur either as a consequence or a cause of the long-term experience of 
pain in chronic pelvic pain patients, may be explained by the fact that these patients in 
comparison to other chronic pain groups exhibit little objective signs of functional 
disturbance.
The only specific differences that Pearce (1987) found between the “pathology ’ and 
“no pathology” pelvic pain groups was that those with no identified pathology 
reported higher frequencies of serious illness and death of family members, were found
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to score higher on the ‘disease conviction’ scale of the Illness Behaviour Questionnaire 
(Pilowsky and Spence, 1975), and tended to have higher hypochondriasis scores. 
These results are interpreted as indicating that the greater exposure to illness may act 
in some patients to cause a greater attention to health and illness and a closer 
monitoring of their physical state. Thus, their “schema” for the perception of pain may 
lead to low level of pelvic sensory activity to be labelled as painful (Beard and Pearce, 
1989). Pearce and Beard (1982,1984) have developed a model of chronic pelvic pain 
emphasising interacting physiological, subjective, and behavioural components, with 
suggestions of psychological interventions to alter responses according to each 
component. However, in clinical practice, the management of chronic pelvic still 
presents as a major problem for gynaecologists and other medical specialists, and as 
yet, studies of psychological interventions with these patients are limited.
Generally, the above brief reviews of sterilisation, infertility, and chronic pelvic pain, 
suggest that psychological factors associated with these groups need to be considered 
when attributing psychological adjustment and pain reporting to the event of 
laparoscopic surgery itself. However, this is unlikely to be achieved in view of 
individual variation both in psychological response to the underlying reasons for having 
the operation, and in response to the actual surgery.
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B. THE PRESENT STUDY
1. Aims
From the preceding literature review, it can be seen that the evaluation of a 
methodology which might aid in the identification of patients at a high risk for adverse 
psychological adjustment to and recovery from surgery remains elusive. Previous 
research has been criticised for using subject groups heterogeneous in terms of sex and 
surgical procedures which in itself could produce differences in post-operative 
outcomes, and for the use of unstandardized measures (Mathews and Ridgeway, 
1981). Recent reviews emphasise that there is no simple way to predict surgical 
outcome, but point out the necessity of considering the psychological significance of 
the type of surgery, and closer examination of the temporal process of surgery 
(Kincey, 1989; Kincey and Saltmore, 1990).
Wallace (1985) points out that gynaecological operations may have particular 
psychological implications for patients where, for example, their long-term fertility is 
affected. This study was carried out in consideration of such issues and investigates 
psychological adjustment and perception of pain in women undergoing laparoscopic 
surgery and classified according to the reason for having the operation (i.e. 
sterilisation, infertility, chronic pelvic pain). To date only one study (Wallace, 1985) 
has examined whether the reasons for undergoing laparoscopy account for differences 
in adjustment to and from the operation. This study furthers research in this area by 
using a wide range of standardised measures of personality, mood, and pain and by 
including a group of patients with chronic pelvic pain who have not previously been 
considered in the context of adjustment to surgery. Thus a general aim is to further
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explore the question of prediction of surgical outcome, while a more specific aim 
concerns the issue of whether different reasons for undergoing an essentially similar 
surgical procedure accounts for differences between individuals adjusting to and 
recovering from the operation.
2. Hypotheses
The experimental hypotheses are as follows:
Hi : Personality traits (neuroticism and trait anxiety) and pre-operative anxiety and
depression are predictive of post-operative pain and anxiety and of recovery 
variables at follow-up.
H2 : The reason for undergoing the surgical procedure accounts for differences in pre-
and post-operative psychological adjustment and recovery.
Hg- Medical outcome (i.e. pathology or no pathology) of laparoscopic investigation of
chronic pelvic pain influences post-operative psychological adjustment.
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3. METHOD
Approval was obtainc from the Ethical Committee of Camberwell Health Authority 
to conduct this resear
3.1 Subjects
A consecutive samp )f 58 women admitted as either day-case or over-night patients 
for laparoscopic St. Nation (n=22), or laparoscopic investigation of chronic pelvic 
pain (n=25) or in tility (n=ll, primary and secondary) under five Consultant 
Gynaecologists to her King’s College Hospital or Dulwich Hospital over a ten week 
period were includ in the study.
Characteristics or he subject sample classified according to operation group are as 
follows:-
(Note: The infe lity operation group comprises patients with primary (n=4) and
secondary (n=7; ^ fertility. Due to low subject numbers, and since T-tests revealed no
significant difiV mces on any of the subsequent measures between primary and 
secondary infer lity patients, they were treated as one group in all analyses.)
Table 1 Age (years)
Operation Group
Pelvic pain Infertility Sterilisation Total Sample
Age Range 18-44 25-35 26-44 18-44
Mean Age 30.0 29.2 34.3 31.5
S.D. 7.83 3.49 5.13 6.54
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T a b le  2  F a m i l y  b a c k g r o u n d  ( d a t a  in  p e r c e n t a g e s )
urr........................
Operation Group
Total SampleSterilisation 
0
Infertility 
0
Pelvic Pam
$ Marital Status:
| Single 
| Married 
| Divorced 
I Co-habiting 
I No. of children: 
| 0
i ï ï
68
16
4
12
60
24
16
27.3
54.5
9.1
9.1
63.6
36.4
0.0
18.2
59.1 
13.6
9.1
0.0
45.5
54.5
41.4
39.7
8.6
10.3
37.9
34.4 
27.6
Table 3 Demographic Information (data in percentages)
(Note: Social class level is according to Goldthorpe and Hope’s (1974) classification 
by occupation).
Operation Group
Educational level:
School
College
University______
Social Class:
1 ! 4
2 40
3 40
4
5
Employed 72
Not employed 28
Ethnic Origin:
Caucasian 
Asian
Afro-Caribbean  WVCTV»»»'
Pelvic Pain 
( % 1 _
48
36
16
9.1
36.4
27.3 
0.0
27.3 
72.7
27.3
Infertility 
0
81.8
9.1
9.1
Sterilisation
'0/
81.8
13.6
4.5
0.0
13.6
31.8 
4.5
50.0
40.9
59.1
Total Sample
(0/
67.2 
22.4
10.3
3.4
29.3
34.5 
5.2
27.6
60.3
39.7
74.1
5.2
20.7
. . . L J J UUWI .•■•■l-l-ri........................................ ,VVVVVVVVWVVVVVWVWVVVW*V,«*V*V»VWVV<»VI|<*VWWVV>
^vwwvvvvvvvvvvvwvvv-î
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T a b le  4  M e d i c a l  I n f o r m a t i o n  ( d a t a  in  p e r c e n t a g e s )
Pelvic Pain 
%
Operation Group
Infertility Sterilisation 
% %
Total Sample 
%
Percentage of 
sample who had 
had a previous 
operation under 
general anaesthetic 68 91 82 77.6
Previous pregnancies 
which had not come 
to term:
Stillbirths: 0.0 0.0 4.5 1.7
Miscarriages:
0 76 90.9 59.1 72.4
1 16 9.1 36.4 22.4
2+ 8 0.0 4.5 10.3
Terminations:
0 72 54.5 72.7 69.0
1 24 36.4 18.2 24.1
2+ 4 9.1 9.1 6.9
The average wait for hospital admission was 3.5 months (s.d. 1.94). 65.5% of the 
subject sample were seen as day-case patients, and 34.5% stayed overnight.
The mean duration of pain in patients with chronic pelvic pain was 3.76 years (s.d. 
3.60) , ranging from 0-15 years. 56% of the chronic pelvic pain group had had 
previous investigations, and 40% said they had some indication for the possible cause 
of their pain.
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The mean number of years trying to conceive in the patients with infertility was 4.3 
years (s.d. 2.96), ranging from 1.6 to 12 years. The average amount of time since 
patients with infertility began having investigations was 14.4 months (s.d. 11.50), 
ranging from 0-36 months. 18,2% of patients with infertility said they had some 
indication for the possible cause of their difficulty in conceiving.
3.2 Design
The design provides for a prospective study over three time periods; the morning prior 
to surgery, approximately four hours after surgery, and two weeks after surgery (see
TableS).
3.3 Measures
Table 5 shows the measures and time periods of measurements. A structured 
interview designed by the researcher was used to obtain demographic and medical 
information (see Appendix I). Aside from basic background information, questions 
were asked concerning the length of wait for hospital admission, previous operations 
under general anaesthetics, pregnancies which did not come to term (including 
stillbirths, miscarriages, and termination of pregnancies), and questions specific to 
either patients with chronic pelvic pain or infertility regarding duration of pain or 
length of time trying to conceive, previous investigations, and indications for possible 
causes. The above questions were asked in view of that such factors might be 
important in influencing pre- and post-operative emotional state.
Personality and mood were assessed using standard measures (see below) including the 
EPQ (Appendix II), HADS (Appendix III), and STAI (Appendix IV and V). Expected
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pain was assessed using a 4-item questionnaire with ratings of none, mild, moderate or 
severe (see Appendix VI). Post-operative pain was assessed using the McGill Pain 
Questionnaire (Short Form) (see Appendix VII). Analgesic use and outcome diagnosis 
was obtained from the medical notes.
The follow-up questionnaire included four questions concerning how many days it 
took to return to normal activities, how many days pain/discomfort was experienced as 
a result of the operation, a 5-point scale rating satisfaction with information, and 
whether, if applicable, subjects knew the outcome of their operation. A space for 
additional comments was also included (see Appendix VII).
Table 5 Measures and Time o f Measurement
In Hospital - 
Morning of Surgery
In Hospital- 
2 4  Hours after Surgery
Follow-up at 2 weeks after discharge 
(via postal questionnaire)
Interview: Medical and Demographic 
Information
McGill Pain Questionnaire 
(Short Form)
Days to Normal Activities
Eysenck Personality Questionnaire STAI (state) anxiety
Davs of pain/discomfort
Hospital Anxiety and Depression 
Scale (HADS)
Medication Satisfaction with Information
State-Trait Anxiety Inventory (STAI) Outcome diagnosis for patients 
with pelvic pain or infertility)
Knowledge of outcome
Pain Expectancy Scale
STAI (state) anxiety
HADS ________________
Standard measurements included :-
(i) Eysenck Personality Questionnaire (EPQ) (Eysenck and Eysenck, 1975)
(see Appendix II)
The EPQ is a development of various earlier personality questionnaires (e.g. the 
Eysenck Personality Inventory: Eysenck and Eysenck, 1964), and is a general
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screening test for major dimensions of personality including Neuroticism, 
Extroversion, and Psychoticism. The Psychoticism scale was removed from the 
version of the EPQ presented to subjects in this study, as it was not thought to be an 
appropriate scale for the assessment of surgical patients and was unlikely to be of value 
in providing any additional information regarding personality characteristics which may 
influence surgical outcome. Thus, the EPQ was reduced to 65 items, and measured 
Neuroticism and Extroversion which are considered to be basic bipolar factors in 
personality structure. Eysenck defines neuroticism as emotional lability, over­
responsiveness, and a high liability to neurotic breakdown under stress. Thus, the 
higher the Neuroticism (N) Score, the greater the degree of emotional responsiveness. 
Extroversion implies the presence of an outgoing personality with a tendency towards 
an uninhibited social behaviour, and the more marked these features are, the higher the 
Extroversion (E) Score. The EPQ also includes a Lie (L) Scale, which provides some 
measure of the reliability of the E and N Scores.
Test-retest reliabilities of the EPQ is 0.89 for the E scale, 0.86 for the N scale, and
0.84 for the L scale, based on a sample of 257 adult subjects.
(ii) Hospital Anxiety and Depression Scale_(HAD scale) (Zigmund and Snaith,
1983) (see Appendix III)
The HAD scale is a fairly recently developed screening device for detecting anxiety 
and depression in medical and surgical patients. It is a self-assessment mood scale 
consisting of a total of 14 items consisting of two subscales for anxiety and depression. 
Respondents are required to rate each item on a 4-point scale (0-3), according to how 
they have been feeling over the past week. The authors suggest that for either subscale
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(anxiety or depression) a score of 7 or less represent non-cases, scores of 8-10 
represent borderline cases, and scores of 11 or more represent definite cases. A major 
advantage of the HAD scale is that it excludes somatic items, and is, therefore, 
applicable for use with non-psychiatric hospital clinic populations. The HAD scale was 
selected for use in this study in view of its applicability to medical and surgical 
patients, and because it is easily understood and rapidly administered.
Zigmund and Snaith (1983) report the internal consistency of the anxiety scale to range 
from +0.76 to +0.41, and the depression scale to range from +0.60 to +0.30. The 
reliability of the scale for assessing the severity of anxiety is r=0.74, and for depression 
r=0.70. They suggest it is a reliable instrument for detecting states of depression and 
anxiety in setting of a hospital out-patient clinic, and is a valid measure of severity of 
the emotional disorder. However, further data is still required on its use with medical 
and surgical inpatients (Zigmund and Snaith, 1983).
In this study, using SPSS-x, the HAD scale produced a reliability co-efficient 
(standardised item alpha) of 0.86.
(see Appendix IV and V)
The STAI consists of two separate 20-item self-reporting rating scales measuring state 
and trait anxiety. The State anxiety (STAI-Y1) scale requires respondents to describe 
how they feel at a particular moment in time; the Trait anxiety (STAI-Y2) scale 
requires respondents to describe how they generally feel. The State anxiety scale has 
been used to assess transitory levels of anxiety induced by physical or psychological
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stress; whereas, Trait anxiety scores reflect relatively stable individual differences in 
anxiety proneness that are impervious to situational stress.
The STAI was selected for use in this study for a number of reasons, including that it 
has been frequently used in surgical studies which aids comparability of results across 
studies. The State scale is of particular use for repeated measurement over time. In 
addition, the STAI is easily administered and can be completed fairly rapidly 
(approximately 5 minutes for each scale).
Normative data is available for a number of populations including general medical and 
surgical patients. The test-retest reliability is high for Trait anxiety, ranging from 0.73 
to 0.86, but low for State anxiety, ranging from 0.16 to 0.62, as would be expected 
from measure assessing changes in anxiety levels resulting from situational stress. 
Data concerning the validity of the STAI is also reported; for example, Trait anxiety 
scores correlate highly with other measures of anxiety such as the IP AT Anxiety Scale 
(Cattell and Scheier, 1963), and State anxiety scores are associated with a number of 
experimentally induced stressful conditions (Speilberger et al, 1970).
(iv) McGill Pain Questionnaire (Short form) (SF-MPQ) (Melzack, 1987)
(see Appendix VII)
The SF-MPQ was developed to provide a shortened version of the standard McGill 
Pain Questionnaire (MPQ) (Melzack, 1975), for use in situations in which the MPQ 
takes too long to administer. Both the MPQ and the SF-MPQ are designed to provide 
quantitative measures of clinical pain that can be treated statistically. The four 
measures derived from the SF-MPQ include information on the sensory dimension of 
pain experience (11 items), the affective dimension (4 items), the Present Pain Intensity
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(PPI) rated on a 6-point scale, and the visual analogue scale (VAS) of the standard 
MPQ.
The SF-MPQ was selected for use in this study because it is easily understood and 
rapidly administered (approximately 2-5 minutes), and provides information about the 
multi-dimensional nature of pain experience. Furthermore, profiles of sensory and 
affective pain descriptors for labour, musculoskeletal and post- surgical pain are 
provided by Melzack (1987), which aids comparability of results from this study. This 
scale also includes a VAS, which is a frequently used measure for post-surgical pain in 
previous studies, and this also allows comparability of results.
The sensory, affective and total pain scores of the SF-MPQ obtained from patients in - 
post-surgical and obstetric wards, and from physiotherapy and dental departments, 
correlate highly with the widely used long-form MPQ (Melzack, 1987).
In this study, using SPSS-x, the SF-MPQ sensory and affective pain scales produced a 
reliability co-efficient (standardised item alpha) of 0.82.
3.4 Procedure
Admissions for laparoscopic investigation of pelvic pain or infertility or laparoscopic 
sterilisation were obtained in advance from surgical admission lists at two hospitals 
under Camberwell Health Authority. All subjects were seen initially by the researcher 
in the morning prior to surgery between 8:30 to 10:30 a.m. on the gynaecological 
wards at either King’s or Dulwich Hospital. Each patient was informed of the general 
aim of the study (i.e. “to investigate the influence of non-medical factors on pain and 
recovery from surgery”), of the type of questions which would be asked over the 
different time periods, and ensured confidentiality, prior to signing a consent form.
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After obtaining informed consent, the researcher administered the demographic and 
medical information questionnaire. All subjects then completed the EPQ. STAI Y1 
and Y2, HAD scale, and the Pain Expectancy Scale.
The SF-MPQ and STAI-Y1 were left with the patients, and they were asked to 
complete these at between 2 to 4 hours after their operation or at a time when they felt 
able. The researcher returned to the gynaecological wards to pick up the 
questionnaires later in the afternoon and before the pre-discharge ward round of the 
doctor if they were day-case patients. In some cases, it was necessary for the 
researcher to assist with the administration of the post-operative questionnaires by 
reading out the items if the patient was feeling too unwell to complete these by hand.
Post-operative analgesic use (i.e. either none, oral or intra-muscular) were noted from 
the medical records or from nursing staff. Outcome of laparoscopic investigation of 
pelvic pain or infertility was obtained from the medical records. At the post-operative 
visit, all subjects were given a stamped addressed envelope containing the follow-up 
questionnaires including a repeat of the HAD scale and the STAI-Y1 and asked to 
complete this at two weeks following discharge.
All of the subjects approached agreed to participate in the study, although post­
operative data was not available for two patients. Two patients who were approached 
were excluded on the basis of having insufficient command of English language to 
complete the questionnaires and a further patient was excluded when the operation 
was not subsequently carried out.
The collection of follow-up data relied on patients returning questionnaires by post, 
and was, therefore, subject to drop-out. Thus, 36 of 58 patients returned usable
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follow-up questionnaires (11 sterilisation, 17 chronic pelvic pain, and 8 infertility 
patients).
163
>
C. RESULTS
Statistical results were computed using the SPSS-x computer package. The following
analyses were carried out:
1. Factor analyses of the structure of the SF-MPQ (items 1-15) and of the HAD scale.
2. (i) Analysis of variance of each pre- and post-operative and recovery variable by operation
group.
(ii) Repeated measure analysis of variance of STAI (state) anxiety over three occasions of 
testing by operation groups.
(iii) Repeated measure analysis of variance of HAD scale anxiety and depression over two 
occasions of testing by operation groups.
3. T-tests between group differences for “no pathology” and “pathology” diagnoses on 
pre- and post-operative and recovery variables for the chronic pelvic pain operation 
group.
4. Canonical correlation analyses on pre- and post-operative and follow-up variables 
using the whole subject sample.
5. T-tests between group differences for patients admitted as day-case patients and 
patients admitted for 2-ovemight stay on pre- and post-operative and recovery 
variables.
1 6 4
1. (i) Factor analysis of the structure of the SF-MPQ (items 1-15).
Melzack (1987) suggests that descriptors 1-11 of the SF-MPQ represent the sensory 
dimension of pain experience, while descriptors 12-15 represent the affective dimension. A 
factor analysis (varimax rotation) was earned out on items 1-15 to explore whether these 
items corresponded to the sensory and affective dimensions in this sample. Two factors 
with Eigen values greater than 1.5, and accounting for 30.5% and 11.7% of the variance, 
were extracted (see Table 6).
Table 6 Results o f the factor analysis o f items 1-15 o f the SF-MPQ
Factor Eigen Value Pet. ofVar. Cum.Pct.
1 4.56802 30.5 30.5
2 1.75718 11.7 42.2
Due to the small sample size, interpretation of these results should be approached with 
caution. It can be seen from the rotated factor matrix in Appendix IX that, using a cut 
off point of 0.4, the factor structure of items 1-15 of the SF-MPQ is not clear cut in 
this sample. Nevertheless, while the variable factor structure of this questionnaire 
should be considered in interpretation of the current results, for the present analyses 
the structure as suggested by Melzack was used.
(ii) Factor analysis of the structure of the HAD scale.
The HAD scale consists of 14 items; items 1,3,5,7,9,11 and 13 measure anxiety, and 
items 2,4,6,8,10,12, and 14 measure depression according to Zigmund and Snaith 
(1983). A factor analysis (varimax rotation) of the structure of the HAD scale was 
carried out in order to see whether the items corresponded to the above two factors.
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Two factors with Eigen values greater than 1.5 and accounting for 36% and 11.3% of 
the variance, were extracted (see Table 7).
Table 7 Results o f the factor analysis o f the HAD scale
Factor Eigen Value Pet. ofVar. Cum. Pet.
1 5.03955 36.0 36.0
2 1.58545 11.3 47.3
It can be seen from the rotated factor matrix in Appendix IX that, using a cut off point 
of 0.4, there is some degree of overlap between the items relating to anxiety and 
depression in this sample. Due t o the small sample size, this should only be treated as 
descriptive analyses. The structure as suggested by Zigmund and Snaith was used for
the current study.
2.(i) Analysis of variance of differences between operation groups on pre- and 
post- operative and recovery measures.
Analysis of variance revealed no significant differences between the laparoscopic 
sterilisation, and investigation of infertility or pelvic pain groups on all pre-operative 
measures including the EPQ, HAD scale, STAI, and on pain expectancy, and no 
cionifieant differences were found on post-operative measures of pain and state anxiety
(see Table 8).
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T a b l e  8  A n a l y s i s  o f  V a r i a n c e  o n  O p e r a t i o n  G r o u p s  o n  P r e -  a n d  P o s t - O p e r a t i v e
Measures o f Personality, Mood, and Pain
Dependent variables Operation groups
(Pre-operative) Sterilisation Infertility Pelvic pain Analysis of variance
Mean SD Mean SD Mean SD F p value
EPQ: neuroticism 12.14 4.58 14.09 5.80 13.32 5.13 0.62 ns
extraversion 12.64 4.79 14.18 4.31 14.56 4.51 1.09 ns
lie scale 9.00 3.59 9.36 3.72 8.40 4.35 0.27 ns
HADS: anxiety 8.91 3.73 8.64 2.98 8.96 3.61 0.03 ns
depression 4.57 3.39 3.82 2.86 5.20 3.45 0.68 ns
STAI: state anxiety 41.14 13.09 46.91 11.78 44.96 12.20 0.95 ns
trait anxiety 39.76 9.21 40.64 7.98 42.16 10.29 0.37 ns
Pain expectancy scale 1.27 0.55 1.36 0.67 1.40 0.71 0.23 ns
(Post-operative)
SF-MPQ: sensory 12.27 7.82 10.91 8.13 9.78 5.49 0.71 ns
affective 3.41 3.16 3.45 3.27 2.73 1.80 0.44 ns
VAS 5.65 2.47 4.69 3.02 4.75 2.36 0.85 ns
PPI 2.64 0.91 2.09 1.14 2.35 1.27 0.95 ns
STAI: state anxiety 41.76 8.49 36.91 8.88 42.35 8.89 1.79 ns
A further analysis of variance revealed no significant differences between the operation
groups on recovery variables at 2-week follow up including the number of days to 
return to normal activities, number of days of pain as a result of the operation, and on 
the anxiety and depression subscales of the HADS, and on the operation groups was 
found on the rating concerning satisfaction with information received about the 
operation (see Table 9).
Table 9 Analysis o f Variance on Operation Groups on Recovery Variables
DEPENDENT VARIABLES
STERILISATION 
MEAN SD
OPERATION GROUPS 
INFERTILITY PELVIC PAIN 
MEAN SD MEAN SD
ANALYSIS OF VARIANCE VALUE 
F P
DAYS TO RECOVER 4.14 2.32 4.63 1.41 4.64 2.37 0.22 NS
DAYS OF PAIN 4.64 1.86 4.63 1.60 5.21 1.72 0.46 ns
SATISFACTION WITH 
INFORMATION 3.36 1.01 4.13 0.64 2.79 1.12 4.67 0.016
HADS: ANXIETY 6.43 3.55 6.71 2.98 9.08 4.31 1.86 ns
DEPRESSION 3.50 3.37 5.25 1.75 4.69 4.01 0.80 ns
STAI: STATE ANXIETY 32.74 10.12 33.75 8.38 40.64 10.41 2.52 ns
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Scores on the EPQ in the three operation groups are similar to the female norms given 
by Eysenck (1975). Means and standard deviations for the female population on the 
EPQ within the age range of 20-29 and 30-39 are presented in Table 10.
7%6/g 70 Cowpanw» o/VAe Mores of/Ac qperaüo» growps WA wormoüve db/a
EPQ:
OPERATION GROUPS
STERILISATION INFERTILITY PELVIC PAIN 
MEAN SD MEAN SD MEAN SD
FEMALE NORMS
AGE: 20-29 30-39 
MEAN SD MEAN SD
NEUROTICISM 
EXTROVERSION 
LEE SCALE
12.14 4.58 14.09 5.80 13.32 5.13 
12.64 4.79 14.18 4.31 14.56 4.51 
9.00 3.59 936 3.72 8.40 435
12.87 4.99 12.57 3.28 
2.89 4.70 11.97 4.95 
7.17 3.85 8.84 4.05
Mean scores on the STAI for the three operation groups indicate that STAI (trait) 
anxiety is slightly elevated compared to female norms for working adults, but are 
similar to those of male general medical and surgical patients (Speilberger et al, 1970) 
(see Table 11). Trait anxiety was in this sample assessed on the morning of surgery, 
and it may be the case that these scores were affected by the stress of the pre-surgical 
period which might account for the slight elevation compared to female norms.
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T a b le  1 1  C o m p a r i s o n  o f  S T A I  s c o r e s  o f  th e  o p e r a t i o n  g r o u p s  w i th  n o r m a t i v e  d a t a
OPERATION GROUPS NORMATIVE DATA
STAI:
STERILISATION 
MEAN SD
INFERTILITY 
MEAN SD
PELVIC PAIN 
MEAN SD
FEMALE WORKING 
ADULTS (AGE19-20) 
MEAN SD
GENERAL MEDICAL & 
SURGICAL PATIENTS MALE 
MEAN SD
PRE-OPERATIVE: 
TRAIT ANXIETY 
STATE ANXIETY
39.76
41.14
9.21
13.09
40.64
46.91
7.98
11.78
42.16
44.96
10.29
12.20
36.15 9.53 
36.17 10.96
41.91
42.38
12.70
13.79
POSTOPERATIVE: 
STATE ANXIETY 41.76 8.49 36.91 8.88 42.35 8.89
2-WEEK FOLLOW-UP: 
STATE ANXIETY 32.71 10.12
" i
33.75 8.38 40.64 10.41
Pre-operative STAI (state) anxiety scores, as might be expected of a measure of 
transitory anxiety susceptible to elevation in situations of perceived threat, are higher 
than the norms for female working adults, but are similar to those of male general 
medical and surgical patients. State anxiety in the post-operative period continues to 
remain higher than female norms in the sterilisation and pelvic pain operation groups, 
but a decline in state anxiety with scores similar to female norms is seen m the 
immediate post-operative period for the infertility group. At 2-week follow-up, the 
sterilisation and infertility groups’ state anxiety scores are similar to female norms, 
while the pelvic pain group continues to show elevated state anxiety scores (see Table 
11). The course of state anxiety over the surgical process in the three operation
groups is examined in more detail below.
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(ii) The course of STAI (state) anxiety
In order to look more closely at the pattern of state anxiety change over time, a repeated 
measure analysis of variance was carried out using the time of testing (i.e. pre- and post­
operative and at 2-week follow-up) .as the within subjects variable, and the three operation 
groups as the between subjects variable. The Erst analysis revealed that changes in state 
anxiety over two occasions of testing (pre- and post-operative) were signiGcant (F=4.81, 
df=l, p=0.03), but that between group diGerences in state anxiety over the same period 
were not significant. This analysis is presented in Table 12.
%,6/g 72 of Farxmcg of CW ,#* m ^  ^  occaüom of
testing (Pre- a n d  Post-Operative)
SOURCE OF VARIATION SS df MS F P
OPERATION GROUP 
TIME
OPERATION X TIME 
RESIDUAL BETWEEN SUBJECTS 
RESIDUAL WIDEN SUBJECTS
146.88 2 73.44 0.49 ns
420 54 1 420.54 4.81 0.03 
414.44 2 207.22 2.37 ns 
7851.39 52 150.99 
4544.06 52 87.39
* p < 0.05
A further repeated measure analysis of variance revealed that changes in state anxiety 
over the three occasions of testing (pre- and post-operative and at 2-week follow-up)
were significant (F=7.99, df=2, p=0.001), as were between operation group differences 
in state anxiety (F=4.00, dfi=2, p=0.03). This analysis is presented in Table 13.
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Table 13 Analysis o f Variance o f Changes in State Anxiety over three occasions o f testing
( P r e - and Post-Operative and at 2-week Follow-up
SOURCE OF VARIATION SS df MS F P
OPERATION GROUP 
TIME
OPERATION x TIME 
RESIDUAL BETWEEN SUBJECTS 
RESIDUAL WITHIN SUBJECTS
1236.62 2 618.31 4.00 0.03* 
1166.07 2 583.04 7.99 0.001
373.62 4 93.41 1.28 ns 
5104.82 33 154.69
4813.42 66 72.93
* p < 0.05, ** p < 0.001
This data is presented graphically in Figure 1. From this it can be seen that the three 
operation groups mean state anxiety levels do differ to some extent over the surgical 
process. Johnston (1988) suggests that the typical patient scores in low 40s on the 
STAI (state) anxiety scale on the day before surgery, which continues to stay high after 
surgery, but reduce to the low 30s when there are no identified threats. The current 
results do not entirely conform to this pattern; all three operation groups exhibited high 
levels of state anxiety on the morning before surgery, which continued to remain high 
in the immediate post-operative period for the sterilisation and pelvic pain groups.
However, the infertility group showed a considerable decrease in state anxiety over the 
pre- to post-operative period in comparison to the sterilisation and pelvic pain groups, 
and that is despite their mean anxiety level being marginally higher than the other two 
groups in the pre-operative period. At two weeks following the operation, mean state 
anxiety scores in the sterilisation and infertility were in the low 30s, whereas the mean 
state anxiety score in the pelvic pain group still remain over 40 at this latter time 
period. Overall, the least decline in state anxiety over the three occasions of testing 
was shown by the group having laparoscopic investigation of pelvic pain.
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(iii) Changes in anxiety and depression, as assessed by the HAD scale, over two 
occasions of testing (pre-operative and at 2-week follow-up.
A repeated measure analysis of variance using between subject variables being the
operation group, and within-subject variables being the time of testing were carried
out on the HAD sub-scale of anxiety (see Table 14) and on the HAD sub-scale of
depression (see Table 15).
Table 14 Analysis o f Variance o f changes in HAD sub-scale (ANXIETY) over two 
occasions o f testing (Pre-Operative and at 2-week Follow-up)
SOURCE OF VARIATION SS df MS F P
OPERATION GROUP 81.20 2 40.60 2.05 ns
TIME 20.05 1 20.05 2.97 ns
OPERATION x TIME 4.64 2 2.32 0.34 ns
RESIDUAL BETWEEN SUBJECTS 613.86 31 19.80
RESIDUAL WITHIN SUBJECTS 209.42 31 6.76
No significant differences were found for anxiety, as assessed by the HAD scale, on 
either between group differences or changes over the times of testing.
Table 15 Analysis o f Variance o f changes in HAD sub-scale (DEPRESSION) over 
two occasions o f testing (Pre-Operative and at 2-week Follow-up
SOURCE OF VARIATION SS df MS F P
OPERATION GROUP 13.74 2 6.87 0.36 ns
TIME 1.21 1 1.21 0.32 ns
OPERATION x TIME 9.90 2 4.95 1.30 ns
RESIDUAL BETWEEN SUBJECTS 610.40 32 9.08
RESIDUAL WITHIN SUBJECTS 121.44 32 3.80
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No significant differences were found for depression, as assessed by the HAD scale, on 
either between group differences or changes over the times of testing.
Zigmund and Snaith (1983) suggest that scores of 7 or less represent non-cases, scores 
of 8-10 represent borderline cases, and scores of 11 or more represent definite cases 
for either the anxiety or depression sub-scales of HADS. The breakdown of the three 
operation groups’ HAD scale scores into non-cases, borderline, and definite cases is 
given for the sub-scale of anxiety (Figure 2) and for the sub-scale of depression (Figure
3) at the two times of assessment (pre-operative and at 2 weeks following the 
operation).
Figure 2 Classification o f subjects on the HAD scale (ANXIETY)
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The HAD scale requires subjects to respond to the items on the questionnaire 
according to how they have been feeling in the past week. The pre-operative data in 
Figure 2 suggests, by the large number of subjects giving scores in the borderline and 
definite cases range of anxiety on the HAD scale, that subjects may have had raised 
levels of anxiety in the week prior to hospital admission. The operation groups differ 
slightly in terms of the classification within their anxiety scores tell. Thus, women 
undergoing laparoscopic sterilisation were more evenly represented among non-cases, 
borderline, and definite cases at the pre- operative stage, while those undergoing 
infertility investigation were more represented among the borderline anxiety cases, and 
those undergoing pelvic pain investigation were more likely either non-cases or definite 
cases. This pattern changed at two weeks following the operation, with the pelvic pain 
group being more evenly seen in the sterilisation and infertility groups from non-cases
to definite cases.
Figure 3 Classification o f subjects on the HAD scale (DEPRESSION)
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;
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Figure 3 indicates that most of the subjects fall within the non-cases classification of 
depression on the HAD scale both on the morning before surgery and at two weeks 
after surgery. There is less fluctuation seen in the depression classifications, as 
compared to the anxiety classifications, over the two occasions of testing, which may 
indicate that the small number of subjects who had elevated depression scores before 
surgery continued to have elevated scores two weeks after surgery. This may mean 
the depression was unrelated to the surgical event itself.
(iv) Medication Use
At the time of the administration of the post-operative questionnaire (approximately 
2 to 4 hours after surgery) 31% of the total sample had received no analgesia, 
36.2% had received oral analgesics, and 32.8% had received intra-muscular 
analgesia. Figure 4 shows the distribution of intra-muscular analgesia use according 
to the operation groups.
Figure 4 The frequency o f intra-muscular analgesia for patients according to 
operation group
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Figure 4 shows a trend for sterilisation patients to have been more likely to receive 
intra-muscular analgesia, as compared to the infertility and pelvic pain groups, but a 
Chi-square test revealed no significant differences between the groups in the 
administration of intra-muscular analgesia.
(v) Pain reporting
As reported above, an analysis of variance revealed no significant differences 
between the operation groups on reported pain experience as assessed by the SF- 
MPQ, and despite the sterilisation patients being subject to greater tissue damage 
through the application of rings or clips to the Fallopian tubes during the 
laparoscopy. Figure 5 shows the sensory and affective pain descriptors responded 
to by the three operation groups.
Figure 5 Profiles o f the sensory and affective descriptors o f the SF-MPO 
responded to by the operation groups post-surgery
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As can be seen, all three operation groups present rather similar profiles of responses 
to the sensory and affective pain descriptors on the SF-MPQ. Descriptors such as 
“tender” and “aching” were given higher ratings by a larger proportion of the sample, 
as compared to “hot-burning” or “punishing-cruel” which were given low ratings, and 
responded to only be a very small proportion of the sample. Melzack (1987) presented 
profiles of descriptors for labour pain, musculoskeletal, and post-surgical pain and the 
above current profile of descriptors is more similar to the profiles of post-surgical pain 
after administration of standard doses of analgesic drugs. However, 31% of the 
patients in this study had received no analgesia at the time of post-operative 
administration of the SF-MPQ, and, since the specific effect of analgesia use on pain 
reporting was not examined in this study, it is difficult to speculate on the above 
similarity. In any case, Melzack (1987) reported that post-surgical pain was relatively 
less affected by the administration of standard doses of analgesics, as compared to 
other pain relief methods (e.g. epidural blocks and TENS) which resulted in a much 
greater decrease in the reported pain descriptors of the SF-MPQ for labour and 
musculoskeletal groups.
Overall, results of the above analyses do not support the experimental hypothesis (H2) 
that the reason for undergoing the surgical procedure accounts for differences in pre- 
and post-operative psychological adjustment and recovery. Thus, the women 
undergoing laparoscopic sterilisation or laparoscopic investigation of infertility or 
chronic pelvic pain were, generally, responding similarly over the surgical process, the 
only exception to this being the results of the repeated measure analysis of variance, 
which indicated between group differences on STAI (state) anxiety scores over the
178
I
surgical and recovery process. Specifically, the pelvic pain group showed the least 
decline in state anxiety from the day of surgery to assessment at two weeks following 
the surgery. This group was also significantly less satisfied with the information they 
had received about the operation when asked at 2-week follow-up.
3.(1) Laparoscopic findings in patients undergoing investigation of infertility or pelvic 
pain.
Table 16 and 17 show the diagnosis given after laparoscopic investigation of infertility 
or pelvic pain.
Table 16 Laparoscopy Results - Infertility (N -11)
Findings Patients 
N %
No obvious pathology 3 27.3
Endometriosis 3 27.3
Adhesions only 1 9.1
MO No tubal function 1 9.1
Fibroid Uterus 2 18.2
Other 1 9.1
Table 17 Laparoscopy Results - Pelvic Pain (N-25)
Findings Patients 
N %
No obvious pathology 15 60
Endometriosis 3 12
Adhesions only 2 8
Ovarian Cyst 2 8
Fibroid Uterus 1 4
Other 2 8
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Although the number of patients in each group was small, a finding of “no pathology” 
after laparoscopy was more often given in the pelvic pain group (60%) than in the 
infertility group (27.3%). The current finding of 60% of the pelvic pain group having 
no obvious pathology found after laparoscopic investigation is similar to findings from 
previous studies investigating diagnosis following laparoscopy for these patients (see 
Beard and Pearce, 1989).
(ii) Comparison of “no pathology” and “pathology” outcomes on psychological 
measures at pre- and post-operative and recovery periods in the pelvic pain group.
Two-tailed t-tests were used to see if there was any difference between women with 
chronic pelvic pain for whom no organic pathology was found, and women with pain 
occurring in the presence of pathology on all pre-and post-operative and follow-up 
measures. T-tests revealed that the “no pathology” and “pathology” groups did not 
differ on any of the pre-operative measures including the EPQ, HAD scale, and the 
STAI. The only significant difference found among the pre-operative measures was on 
the Pain Expectancy Scale (T=3.53, p=0.01), with the group who were later found to 
have clear pathology after laparoscopy giving a higher rating for expected pain from 
the surgery than the “no pathology” pelvic pain group. However, there were no 
significant differences in reported pain (assessed by the SF-MPQ) after surgery 
between the “no pathology” and “pathology” pelvic pain groups, nor in post-operative 
STAI (state) anxiety.
T-tests also revealed no significant differences between the two groups on the days to 
return to normal activities, the days of pain following the operation, and in their ratings 
of satisfaction with information about the operation, as assessed at two weeks 
following the operation. There was no significant difference between the groups on
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the HAD scale at follow -up, although mean scores on the anxiety sub-scale indicated 
that the group with identified pathology following laparoscopy tended to be in the 
“definite cases” category of this scale (x=11.00, s.d.=3.03), while those with “no 
pathology” had mean scores on the anxiety sub-scale, generally, within the “non-cases 
category (x=7.43, s.d,=4.75). This trend for women with identified pathology to be 
more anxious than those women in whom no pathology was found following 
laparoscopic investigation of 2-week follow up. Mean state anxiety scores were higher 
in the “pathology” group and lower in the “no pathology” group at 2-week follow-up, 
although a t-test revealed this difference was only significant at the 10% level (T=1.81, 
p=0.096).
These results do not tend to support the experimental hypothesis (H3) that medical 
outcome of laparoscopic investigation of chronic pelvic pain influences post-operative 
outcomes, other than a trend for patients with identified pathology to be more anxious 
than patients with identified pathology to be more anxious than patients in whom no 
organic pathology was found at two weeks following the operation. Furthermore, a t 
test showed no difference between the “pathology” and “no pathology” groups in the 
duration in years of the pain problem. The groups were, therefore, matched in terms 
of the length of time over which they had experienced pelvic pain. Thus, it is unlikely 
that the above trend can be attributed to the effect of pain chronicity itself.
These results also do not support previous findings of overall poorer psychological 
adjustment in patients experiencing pain in the absence of observed pathology.
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4. C anonical correlation analyses on p re -a n d  post-operative and fo llow -up variables
using the whole sample.
As there was very little variation between the three operation groups on all pre- and 
post-operative and follow-up measures, the three groups were combined and inter- 
correlations between pre- and post-operative and follow-up measures carried out to 
determine whether psychological factors were predictive of post-operative outcomes. 
A canonical analysis (based on rank-order correlations) was conducted to see whether 
a profile emerged between the pre-operative variables and the post-operative variables. 
This data is presented in Table 18.
Table 18 Canonical Variate Analysis - Inter-Factor Correlations
PREOPERATIVE
1 2
CANONICAL VARIABLES 
3 4
EPQ; NEUROTICISM -0/39 -0.39 0.23 0.30
EXTROVERSION 0.32 0.02 0.20 0.71
LIE SCALE 0.37 -0.18 -0.67 -0.02
HADS: ANXIETY 0.20 -0.68 0.01 0.26
DEPRESSION -0.41 -0.81 -0.02 0.06
STAI: STATE ANXIETY 0.14 -0.59 0.01 0.70
TRAIT ANXIETY 0.36 -0.59 0.38 0.30
PAIN EXPECTANCY SCALE -0.31 -0.18 -0.41 0.26
POST-OPERATIVE
VARIABLES:
SF-MPQ: SENSORY -0.82 0.14 -0.14 0.48
AFFECTIVE -0.83 0.13 0.42 -0.23
VAS -0.78 0.06 -0.59 -0.18
PPI -0.63 -0/30 -0.17 0.49
STAI: STATE ANXIETY -0.54 -0.76 0.17 •0.19
PCT. VAR COV. 53.12 14.26 12.13 11.79
A profile emerged from the first canonical variable whereby low scores for 
neuroticism, depression, and trait anxiety, were associated with low scores on all post­
operative measures of pain and post-operative state anxiety, accounting for 53% of the 
variance. The second profile that emerged was psychological indices of pre-operative 
neuroticism, trait anxiety, HAD sub-scales of anxiety and depression, and state anxiety
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were strongly associated with post-operative state anxiety, but not with any of the 
post-operative pain measures except the Present Pain Intensity (PPI) component of the 
SF-MPQ. Melzack (1975) has reported that PPI of the long-form MPQ (the PPI 
component of the SF-MPQ is the same measure as on the MPQ) tends to fluctuate as a 
function of the psychological factors of the moment, such as anxiety and mood, while 
the sensory component of this questionnaire is less affected by psychological factors, 
and may, therefore, explain why only the PPI component was associated with pre­
operative psychological factors in the second profile of the canonical analysis.
Generally, results of the above canonical analysis are in the predicted direction, as 
would be expected from previous studies of the prediction of post-operative outcome.
A second canonical correlation analysis was conducted to examine whether a profile 
emerged between pre-and post-operative variables and variables at two weeks 
following the operation. This data is presented in Table 19.
This canonical analysis involved a smaller number of subjects due to the inclusion of 
the follow-up variables and many of the correlations are modest, and results should,
therefore, be regarded as purely descriptive.
A profile emerged from the first canonical variable whereby pre-operative neuroticism, 
HAD sub-scales of anxiety and depression, pre- and post-operative state anxiety, and 
post-operative PPI of the SF-MPQ were associated with state anxiety and HAD sub­
scales of anxiety and depression at 2-week follow-up. This association was also found 
for the days to return to normal activities and the days of pain following the operation.
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T a b l e  1 9  C a n o n i c a l  V a r i a t e  A n a l y s i s  -  I n t e r - F a c t o r  C o r r e l a t i o n s
PRE- AND POST-OPERATIVES 
VARIABLES:
EPQ: NEUROTICISM 
EXTROVERSION 
LIE SCALE 
HADS: ANXIETY
DEPRESSION 
STAI: STATE ANXIETY 
TRAIT ANXIETY 
PAIN EXPECTANCY SCALE 
SF-MPQ: SENSORY 
AFFECTIVE 
VAS 
PPI
STAI: STATE ANXIETY
VARIABLES AT 2-WEEK 
FOLLOW-UP:
DAYS TO RECOVER 
DAYS OF PAIN 
SATISFACTION WITH INFO. 
HADS: ANXIETY
DEPRESSION 
STAI: STATE ANXIETY
1
0.32 
-0.05 
-0.29 
0.48 
0.38 
0.52 
0.29 
0.38 
0.07 
0.13 
0.07 
0.70 
0 53
0.42
0.59
-0.01
0.87
0.47
0.85
CANONICAL VARIABLES
2 3
-0.34
0.15
0.33
41.30 
-0.48
41.31 
-0.45 
0.30 
0.32 
41.05
0.44
0.20
-0.44
0.43
0.58
0.36
-0.41
-0.49
-0.29
0.35
0.27
-0.17
0.13
-0.29
0.20
0.29
0.19
0.57
0.33
0.55
0.25
0.27
0.65
-0.13
-0.62
-0.09
-0.18
-0.05
0.19
-0.45
0.07
0.09
0.34
0.31
0.15
0.13
-0.13
-0.32
0.14
0.14
0.21
0.46
-0.13
025
0.13
0.69
0.20
PCT. VAR COV. 37.10 19.18
14.51
The second profile that emerged indicated that low scores on neuroticism, trait anxiety, 
pre-operative depression and pre-and post-operative state anxiety were associated with 
low scores on HAD sub-scales of anxiety and depression at follow-up. A positive 
association was also found in the second profile between post-operative sensory pain 
and visual analogue scale ratings of pain on the SF-MPQ and ratings of the days to 
return to normal activities, and days of pain following the operation. This profile 
accounted for 19% of the variance.
Overall, results of the above two canonical analyses provide limited support for the 
experimental hypothesis (HI), and the predicted associations between pre-operative 
neuroticism, trait anxiety, and anxiety and depression and post-operative pain and 
anxiety, and variables at follow-up were found in this sample.
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5. T-tests between group differences for day-case and 2-ovemight stay patients on 
pre- and post-operative and recovery variables.
In order to examine the possible influence of length of hospital stay on the current 
results, T-tests were carried out between patients admitted as day-cases and patients 
admitted for a 2-ovemight stay in the total sample on all pre- and post-operative and 
recovery variables.
No significant differences were found between day-case and overnight patients on any 
of the pre-operative variables, except for a trend for day-case patients to have higher 
state anxiety scores than overnight patients on the morning of surgery. This result was 
only significant at the 10% level (T=T.71, p=0.094) in this sample, but a similar 
significant finding of more elevated state anxiety in day-case as opposed to overnight 
laparoscopy patients has been reported by Wallace (1986).
Post-operatively, a significant difference at the 5% level was found between day-case 
and overnight patients on ratings of affective pain (T=2.52, p=0.016) and Present Pain 
Intensity (T=-2.52, p=0.016) of the SF-MPQ, with overnight patients reporting more 
pain on both these measures. However, this result may have been confounded by a 
tendency for day-case patients to be scheduled earlier in the day for surgery, which 
might have led to overnight patients being assessed for post-operative pain closer to 
the time of having undergone surgery. There were no significant difference between 
the two groups on post-operative anxiety.
At 2-week follow-up, a significant difference at the 5% level between day-case and 
overnight patients was found for the variable concerning the number of days of 
pain/discomfort in recovery. However, there was no significant difference between the
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two groups on days to return to normal activities, and on follow-up measures ot 
anxiety and depression.
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D. DISCUSSION
The results of this study provide only limited support for the three experimental 
hypotheses. Firstly, it was predicted that the reason for undergoing laparoscopy would 
account for differences in pre- and post-operative psychological adjustment and 
recovery at follow-up. Overall, differences between women undergoing laparoscopic 
sterilisation or laparoscopic investigation of infertility or chronic pelvic pain were not 
found on pre- and post-operative psychological measures, pain reporting, and recovery 
variables. However, examination of the temporal process of the surgical event 
revealed between group differences on STAI (state) anxiety levels over the three 
occasions of testing. Thus, women with pelvic pain were more anxious at two weeks 
following the surgery than the sterilisation or infertility patients. The former group 
also rated themselves less satisfied with the information they had received about the 
operation at follow-up.
Secondly, it was hypothesised that medical outcome for laparoscopic investigation of 
chronic pelvic pain would influence post-operative psychological adjustment. The only 
difference found between women with identifiable pathology and those in whom no 
pathology was found following laparoscopic investigation, was a trend for women 
with pathology to be more anxious at two weeks following the operation than those
with no pathology.
Thirdly, it was predicted that personality traits and pre-operative levels of anxiety and 
depression would influence post-operative pain reporting, anxiety, and measures of 
recovery at two weeks following the operation. Results of the canonical correlations 
are generally in the predicted direction, but due to the fact that many of the
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correlations were low between pre- and post-operative and recovery data, this 
suggests caution in drawing any conclusions. Individual variation in response to 
surgery was marked in this study, and numerous factors, such as social support 
mechanisms and hospital policy, may possibly influence surgical response, apart from 
what quantitative measures may tap.
Findings in relation to the each hypothesis, and in consideration of previous research, 
are discussed in more detail below. Methodological difficulties with the current study 
will be highlighted, and implications for future research in this area discussed.
1. The reason for undergoing laparoscopy as a factor in influencing surgical 
outcome
The experience of laparoscopy for all three operation groups, regardless of their reason 
for having the operation, was clearly stressful to some degree. Pre-operative state 
anxiety scores were elevated in all three operation groups in comparison to normative 
date, and as might be expected from previous studies of pre-surgical anxiety (e.g. 
Johnston, 1980). Mean state anxiety scores of sterilisation and infertility patients on 
the morning of surgery were 41.1 and 46.9 respectively, which are slightly higher than 
those reported by Wallace (1986). These were 35.2 for sterilisation patients, 42.3 for 
primary infertility patients, and 36.7 for secondary infertility patients on the morning of 
surgery (Wallace, 1986). However, smaller subject groups in this study may have 
accounted for this difference, along with possible differences in hospital procedures 
and or demographic factors.
A second measure of anxiety used in this study was the anxiety component of the HAD 
scale. In comparison to STAI (state) anxiety with asks how someone is feeling at the
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moment, the HAD scale asks about anxiety over the past week. Results of the anxiety 
component of this questionnaire given on the morning of surgery indicated that 65% ot 
the total sample gave scores in the “borderline” and “definite cases” range. This may 
suggest that a majority of the patients were anxious in the week before hospital 
admission. Johnston (1988) suggests that this is, indeed, the case for the majority of 
patients, and in her own study reported high levels of STAI (state) anxiety on all four 
days recorded prior to surgery, well before hospital admission. Clearly, such findings 
are important in terms of the optimal timing of stress-reduction interventions; such 
interventions might be more practically applied prior to hospital admission, and 
particularly applied prior to hospital admission, and particularly, in day-case surgery 
where routine hospital and medical procedures, and a tendency for surgery to occur 
earlier in the day to allow early evening hospital discharge, is likely to leave little time 
for the application of anxiety-reduction techniques on the morning of surgery.
Examination of the course of state anxiety revealed some differences between the three 
operation groups. Pre- and post-operative state anxiety levels continued to remain 
high in the sterilisation and pelvic pain patients. This concurs with findings from 
previous studies of patients undergoing other operations (e.g. Chapman and Cox, 
1977; Johnston, 1980). It is possible that pain and discomfort in the immediate post­
operative period was contributing to continued raised state anxiety levels during this 
period. However, this is at odds with the findings from the infertility group, who 
presented with the highest pre-operative level of state anxiety of the three groups, but 
showed the greatest reduction in state anxiety in the post-operative period. This 
finding is difficult to interpret since the infertility group had smaller subject numbers
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than the other two groups, but it may mean that this group, although higher in anxiety 
to start with, were sufficiently relieved at the removal of the surgical threat and that, 
perhaps, the surgery was not as uncomfortable as expected, thus, experienced lower 
levels of post-surgical anxiety. However, there were no significant differences 
between the groups on any of the post-operative pain measures, and, therefore, the 
reduced post-operative anxiety in the infertility group can not necessarily be attributed 
to these patients feeling less post-surgical pain.
Wallace (1986) reported that primary infertility patients were more anxious than 
sterilisation patients on the morning of surgery, but both groups reported similar levels 
of pain on return from surgery. This latter result was unexpected due to the fact that 
sterilisation patients receive greater physical trauma through the application of clips to 
the Fallopian tubes, and it seemed medical staff expected these patients to experience 
more pain as reflected in the greater likelihood of intra-muscular analgesia 
administration to sterilisation patients (Wallace, 1986). Again, this unexpected finding 
was shown in the current study. While differences between intra-muscular analgesia 
administration in the three groups was not significant in this study, there was a trend 
for sterilisation patients to be more likely to have received this medication. Two 
possible explanations can be put forward for the lack of differences in pain reporting 
among the three operation groups. Firstly, it may be that analgesic administration in 
the sterilisation group had significantly reduced their level of pain by the time of the 
questionnaire administration, thereby bringing it to a level similar to the other two 
groups. However, about a third of the total subject group had not received any oral or 
intra-muscular analgesia at the time of the questionnaire administration, and it is,
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therefore, difficult to comment on the effect of analgesic administration on pain since it 
was not controlled for in this study.
A second explanation is suggested by pre-operative anxiety levels; infertility and pelvic 
pain patients tended to have higher state anxiety scores than sterilisation patients to 
star with, and it may be that pre-operative anxiety and post- operative pain are 
intrinsically interacting. Thus, higher levels of pre-operative anxiety may lead to 
greater pain reporting after the operation in infertility and pelvic pain patients, while a 
lower level of pre-operative state anxiety may lead sterilisation patients to report lower 
levels of pain, despite expectations for these patients to experience more pain. 
However, this remains speculative since pre-operative state anxiety levels were not 
significantly different between the three groups, nor were there differences between 
the three groups for pre-operative pain expectancy. Furthermore, the relationship 
between anxiety and pain is far from clear (Craig, 1989), although some studies do 
support the notion that pre-operative state anxiety influences post-operative pain 
reporting (e.g. Johnson et al, 1978; Scott et al. 1983).
The course of state anxiety over the three occasions of testing revealed significant 
between group differences. Specifically, patients with pelvic pain showed the least 
reduction of anxiety over the occasions of testing. At two weeks following the 
operation mean state anxiety scores of the infertility and sterilisation patients are on 
average in the low 30s, which would be expected under a condition of no identified 
threats. However, the mean state anxiety score of pelvic pain patients remained above 
40 at follow-up. One possible explanation for this result may lie in the continuing 
experience of pain in this groups. Another significant difference that emerged from the 
follow-up measures was that the pelvic pain group gave lower ratings for satisfaction
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with information about the operation. Clearly, there is difficulty in interpreting the 
results of this post-hoc measure. Subjects may have misunderstood the question as 
relating to information about the diagnostic outcome of the operation, as opposed to 
information about the operation itself. If the former is the case, then it might not be 
surprising that the pelvic pain group was less satisfied, since their outcome is less 
certain than sterilisation patients. Therefore, if these patients were less satisfied 
following the operation, this may also have been contributing to the continued raised 
anxiety levels in the pelvic pain group.
A further complicating factor in this finding of raised state anxiety at follow-up in the 
pelvic pain group, was that women who were found to have clear pathology following 
laparoscopy tended to have higher mean state anxiety scores than women in whom no 
pathology was found at follow-up. Thus, it is possible that the threat of further 
medical or surgical treatments for patients with identified pathology contributed to the 
overall level of anxiety scores in this group.
Personality variables of anxiety proneness as measured by the STAI (trait) anxiety, or 
of emotional lability as measured by the Neuroticism scale of the EPQ, were not 
different between the three operation groups. Therefore, one cannot attribute this 
elevation in state anxiety at follow-up in the pelvic pain group to a pre-existing 
personality difference which pre-dispose patients to be anxious under threat.
Other than the above differences, the three operation groups appeared to be 
responding rather similarly to the surgical event. A few points are worth making in 
regard to this. Taenzer et al (1986) reported that the presence of a “chrome pain 
syndrome” was predictive of poorer immediate surgical outcome, and anecdotal 
reports have contended specifically that patients with chronic pelvic pain are vulnerable
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to adverse reactions to surgery (Youngs and Wise, 1980). The current results provide 
no support for these contentions. Furthermore, Beard et al (1977) reported higher 
neuroticism scores in pelvic pain patients as compared to women with other 
gynaecological complaints, while another study has reported a higher incidence of 
major depression in pelvic pain patients, as compared to sterilisation and infertility 
patients, all of whom were undergoing laparoscopy (Walker et al, 1988). The latter 
study also found a higher incidence of adult sexual dysfunction, and a history of 
childhood and adult sexual abuse in pelvic pain patients, which suggests problems in 
attributing the depression to experience of pain itself as opposed to these other 
problems. Nevertheless, in the current study no differences were found between the 
neuroticism scores of the pelvic pain patients and the other groups, and all three 
groups had mean scores similar to those found in the female adult population. 
Depression, as assessed by the HAD scale, was not significantly more prevalent in the 
pelvic pain group, and in all three operation groups, depression scores were, generally, 
in the “non-cases” range of this questionnaire both pre-operatively and at two-week 
follow-up.
The three operation groups did not differ in the days to return to normal activities and 
the days of discomfort/pain as a result of the operation. This contrasts with Wallace s 
(1986) finding, in which sterilisation patients returned to their normal activities more 
rapidly than infertility patients. However, different measures were used in this study, 
and a couple of methodological problems should be pointed out with the current 
measures which may have contributed to not finding any difference between the 
operation groups in recovery. Firstly, an upper limit of 7+ days to return to normal 
activities and days of pain/discomfort were given on the questionnaire, which means
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that differences may have been lost by limiting response (e.g. a patient may have 
responded 7+ days, but this may mean anything between 7 and 14 days). Secondly, 
subjects would have been responding to these questions retrospectively, since they 
were required to fill the follow-up questionnaire at two weeks following hospital 
discharge, and with consequent problems of inaccuracy. Although more time 
consuming for the subject, daily ratings of pain and returning to normal activities 
would have increased accuracy.
2. Pelvic pain patients with ‘pathology ’ and with ‘no pathology 'following 
laparoscopic investigations
Previous studies have reported a higher incidence of personality and mood disturbance
in women with pelvic pain occurring in the absence of identified pathology (e.g. Beard
et al, 1977; Magni et al, 1984). However, results of a comparison of pelvic pain
patients with “pathology” and with “no pathology” in this study do not support the
above studies. There were no differences between these two groups on EPQ scores,
HAD sub-scales of anxiety and depression, and on pre-operative STAI scores. The
two groups in this study were not significantly different in terms of the duration of the
pain problem; the mean duration of the pain problem was 34.66 months m the “no
pathology” patients, and 42.00 months in the “pathology” patients. Pearce (1987)
compared a larger group of women with pelvic pain divided into “pathology” and “no
pathology” categories, matched for pain duration (x=36.49, no pathology; x=39.63,
pathology), and found no differences between the groups on the EPQ and Profile of
Mood States. The current results provide further support for Pearce’s (1987) findings.
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However, the differences that did emerge between the “pathology” and “no pathology” 
groups in this study appear to relate to the surgical event itself. Women who were 
later found to have clear pathology after laparoscopy gave higher ratings for expected 
pain from surgery than women with no identified pathology, although this is difficult to 
interpret in view of that both groups did not differ in post-operative reported pain, nor 
in post-operative state anxiety. Two weeks after surgery there was a trend for women 
with clear pathology to be more anxious than women with pain in whom no pathology 
was found. This result is interesting in consideration of previous reports of greater 
mood disturbance in the latter group. It is possible that women with clear pathology 
are more anxious two weeks after the operation because of the continuing threat of 
facing further surgical and medical treatments. Inversely, this implies that women in 
whom no pathology was found obtained a degree of anxiety relief at their medical 
outcome. This remains speculation, and is certainly not the case for at least a few of 
these patients. For example, one woman commented on the follow-up form: “I left the 
hospital feeling upset, almost angry; because nothing was discussed which may have 
been causing the pain and discomfort (I have suffered for three years), the feedback I 
got from the doctor was that often because you are told you haven’t got cancer, the 
pain goes away. I don’t like being type-cast and I am still in pain! ! !”
Chronic pelvic pain, whether or not organic pathology is found, presents a treatment 
problem in gynaecological practice. This was evident from the degree of frustration 
expressed about the problem both from medical staff and the patients to the author. It 
was, perhaps, surprising that 40% of all of the pelvic pain patients in this study had 
some notion of what they thought was causing the pain prior to having laparoscopic 
investigation. Some women gave responses influenced by medical opinion such as
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endometriosis, adhesions, or cysts, while others thought their pain may be due to 
contraceptive devices such as the coil. A few women thought their pain was related to 
menstrual cycle difficulties (e.g. dysmenorrhoea) while another attributed her pain to 
poor eating habits. One woman attributed the pelvic pain to having her child taken 
away into care, and although she thought her pain was psychological in origin was 
having the laparoscopy to reassure her partner. The above responses suggest some ot 
the variation in these patient’s attributions about the cause of the pain. In a few cases, 
it would seem that there was little basis for undergoing surgery. It has recently been 
pointed out that there is a tendency among gynaecologists, in the case of unexplained 
pelvic pain, to resort to surgery too readily (Arnold et al, 1990). Recent 
biopsychosocial models of pelvic pain (e.g. Beard and Pearce, 1989), are likely to be 
influential for the understanding and treatment of pelvic pain in the future, and should 
lead to a more thorough pre-surgical investigation of attributions for the cause of the 
pain. This is an area where psychologists could be usefully employed, both in pre- 
surgical counselling and preparation, and, in general, with pain management with 
pelvic pain patients.
3. The prediction o f surgical outcome
As the three operation groups did not differ overall on most of the psychological, pain, 
and recovery measures over the course of the surgical event; one cannot, therefore, 
predict with certainty surgical outcome based on the reason for having laparoscopy. 
However, when data from the three operation groups was combined, certain 
descriptive profiles emerged regarding the prediction of surgical outcome. One 
profile that emerged strongly was the association between neuroticism, trait anxiety,
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and pre-operative depression with pain reporting and state anxiety in the immediate 
post-surgical period. In this profile, dispositional psychological factors appeared to be 
more predictive of post- operative outcome, as opposed to pre- operative situational 
anxiety levels where they were not associated with any of the post-operative measures. 
In a second profile, situational anxiety levels were associated with post-operative state 
anxiety, but not with most of the pain measures. Taenzer et al (1986) found trait 
anxiety, neuroticism, and depression to be strong predictors of post-operative pain, 
while pre-operative state anxiety y was only predictive of post-operative state anxiety, 
but not acute pain. A similar pattern emerged from the current results. Pain 
perception was related to patients’ dispositional or typical emotional reactivity, and not 
to pre-surgical situational anxiety. The lack of association between pre-operative state 
anxiety and post-operative pain found in this study supports the findings of previous 
research (e.g. Johnston and Carpenter, 1980; Ray and Fitzgibbon, 1981; Scott et al, 
1983; Wallace, 1986), but conflicts with other studies (e.g. Johnson et al, 1971; 
Jamison et al, 1987).
Two implications are suggested by these results: firstly, the prediction of the “at risk” 
patient is more likely to be found by looking at dispositional psychological 
characteristics, and, secondly, the lack of association between pre-operative state 
anxiety and post-operative pain suggests that a reduction in the former may not 
necessarily lead to a reduction in pain reporting. These implications may be regarded 
as rather bleak in terms of the utility of psychological interventions to reduce surgical 
stress, since personality traits are, at least in theory less amenable to change, and if the 
aim of such interventions are to reduce post-surgical pain and discomfort. However, a 
recent review suggests that neuroticism and trait anxiety may reflect a cognitive coping
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style which results in additional attention being paid to the dangers of the hospital and 
surgical situation (Johnston, 1988). There is some evidence to suggest that cognitive 
coping approaches may be superior to other psychological approaches in reducing the 
impact of surgery (Mathews and Ridgeway, 1984). Therefore, it may be the match 
between the individual’s coping style and the type of intervention applied which may 
be important in determining the success of the surgical outcome. This remains to be 
empirically tested, but may explain some of the discrepant results obtained from studies 
of psychological interventions with surgical patients. A coping style represented by 
high levels of neuroticism and trait anxiety may require that the intervention aimed at 
reducing surgical stress be tailored accordingly.
Furthermore, anxiety, apart from the experience of post-surgical pain, is an 
uncomfortable emotional state. Therefore, although psychological studies may not 
reduce post-surgical pain, it is, on humanitarian grounds, worthwhile to attempt to 
reduce the anxiety surrounding the surgical process. Furthermore, practical benefits 
such as higher comprehension and compliance with relevant surgical and medical 
health care advice, in addition to facilitating post-operative psychological adjustment 
may be accrued from anxiety-reduction techniques. The link between interventions 
and the specific benefits to patients remains to be established.
A further canonical analysis between the measures taken on the day of surgery (both 
pre- and post-operative) and recovery variables at two weeks following the operation, 
suggested a profile whereby psychological state, both dispositional and situational, on 
the day of surgery was associated with emotional state, the days to return to normal 
activities and the days of pain/discomfort experienced as a result of the operation at 
follow-up. The level of pain reported on the day of surgery was not related to the
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recovery measures in this profile. This may be a finding specific to laparoscopic 
surgery, where the resultant pain and discomfort, may not be as incapacitating as that 
found in other major surgical procedures. In any case, these results remain 
speculative, and it may be unreasonable to even assume an association between 
psychological state on the day of surgery and psychological state two weeks after the 
event. Other situations may have arisen during the time following hospital discharge 
which may be more salient to individuals’ psychological state at follow-up, as opposed 
to the impact of the surgery itself.
It should also be acknowledged that while certain patterns of psychological adjustment 
to and from surgery emerged on a group basis from these results, there was also a 
wide range of individual variation in response. Therefore, it is unlikely that 
psychological outcome from surgery can be predicted at a sufficient level of accuracy 
to be absolutely certain whether one individual will or will not experience difficulties 
before or after an operation.
A further factor examined in this study was whether any differences emerged between 
patients who has day-case surgery and those who stayed overnight. Allocation to 
either of these conditions was a reflection of hospital policy, and not according to 
patient choice. A trend was found for patients who were admitted the night before 
surgery to be less anxious than day-case patients on the morning of surgery, and is 
similar to the result reported by Wallace (1986) with laparoscopy patients who were 
admitted the night before surgery to be less anxious than day-case patients on the 
morning of surgery, and is similar to the result reported by Wallace (1986) with 
laparoscopy patients. It is possible that the extra time 2 over-night stay patients have 
to adjust to the hospital surroundings and procedure contributes to these patients being
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less anxious on the morning of surgery. There were, however, no other differences 
found on any of the pre-operative psychological measures, nor in post-operative state 
anxiety. Post-operatively, overnight patients reported significantly higher pain levels 
on two of the components of the SF-MPQ than day-case patients, but these results are 
likely to have been confounded by that overnight patients were often scheduled later in 
the day for the operation, and the assessment may have been done closer to the time of 
the surgery. Although an attempt was made in this study to ensure that the timing of 
the post-variables, which were difficult to control for arose, such as patients were 
scheduled for surgery at all different times of the day and problems associated with 
some patients unwillingness to complete the assessment due to their discomfort at the 
time at which the researcher approached them. Such confounding variables suggest 
just some of the organisational and ethical difficulties of carrying out controlled studies
of psychological adjustment to and from surgery.
At two weeks following the surgery the only significant difference that emerged was 
for overnight patients to report a greater number of days of pain/discomfort in 
recovery than day-case surgery patients. There were no difference between the groups 
in their speed of returning to normal activities or post-discharge measures of anxiety, 
which is similar to Wallace’s (1986) results. Since subject numbers were quite small in 
either group at follow-up, and there seems little reason to suppose why these groups 
should differ in the number of days of pain following the operation and there seems 
little reason to suppose why these groups should differ in the number of days of pain 
following the operation and not in their return to normal activities, the above 
difference may have been found due to chance alone as might be expected when as 
many as 20 t-tests were performed.
2 0 0
Day-case surgery is becoming increasingly more prevalent across a range of surgical 
procedures, and clearly has economic advantages in terms of increasing through-put. 
Most patients, whether day-case or overnight, seem to prefer the care to which they 
are allocated (Wallace, 1986). However, the finding of raised pre-operative anxiety in 
day-case patients in both this study and Wallace’s study, may indicate that additional 
pre-hospital preparation and information may be required for these patients to reduce 
the impact of hospitalisation and surgery. Wallace (1986) has shown that a pre­
operative explanatory booklet about the operation and hospital procedures, and also 
suggested ways patients could cope with pain and post-operative symptoms, was 
effective in improving patients’ recovery. It remains to be seen whether methods can 
be developed which specifically address the stress engendered by day-case surgery.
The present study was limited to looking at a particular gynaecological surgical 
procedure, and different surgical procedures are likely to vary in terms of how 
potentially stressful they are to individuals. For example, surgery relating to one 
particular body system or part of the body, and the personal significance individuals 
attach to this, may also account for differences in response. Therefore, as long as 
researchers continue to generalise about the prediction of surgical outcome based on 
the results of a particular operative group, inconsistent results will continue to arise in 
this area. It is only recently that Kincey and Saltmore (1990) have produced a 
tentative taxonomy of a number of dimensions of surgery which might be causes of 
stress, and relate to different types of surgery. Such an approach will likely prove to 
be important for guiding future research of psychological reactions to surgery, and it 
will be important to determine if the proposed dimensions concur with what patients 
feel is stressful about particular surgical procedures.
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BACKGROUND ESTORMATION
LD.NO. 1-6
AGE:
ORIGIN: 1 UNITED KINGDOM 2 EUROPEAN 3 N.AMERICAN 
4 ASIAN 5 AFRO-CARIBBEAN 6 OTHER  ____
MARITAL STATUS: 1 SINGLE 2 MARRIED 3 DIVORCED 
4 WIDOWED 5 LIVING TOGETHER___
LEVEL OF EDUCATION: 1 SCHOOL__
2 COLLEGE
3 UNIVERSITY___
OCCUPATION:
PARTNER’S OCCUPATION: 
NUMBER OF CHILDREN:
NUMBER OF STEPCHILDREN:______
NUMBER OF : TERMINATIONS___
STILLBIRTHS 
MISCARRIAGES___
HAVE YOU HAD ANY PREVIOUS OPERATIONS? YES/NO
HAVE YOU HAD GENERAL ANAESTHETICS BEFORE? YES/NO 
CURRENT MEDICATION:___________________ _ _ _ _ _
LENGTH OF WAIT FOR HOSPITAL ADMISSION (MONTHS):___
CURRENT ADMISSION: 1 DAY-CASE 2 OVER-NIGHT
7-6
D  9
□  m
□ 11
U  12
□ 13
□  M
□  I5 
O  16
□  17
□  18
□  19.
□ 20
U  21-22
□  23
IF YOU HAVE HAD DIFFICULTY CONCEIVING, PLEASE COMPLETE THE FOLLOWING:-
HOW LONG HAVE YOU BEEN TRYING TO CONCEIVE? (MONTHS) 1 24-25
HOW LONG HAVE YOU BEEN HAVING TESTS? (MONTHS) I 26-27
DO YOU HAVE ANY INDICATION FOR POSSIBLE CAUSES? YES/NO | _  28
IF YES. PLEASE. SPECIFY: - . __________________________  Q  29
IF YOU HAVE ABDOMINAL/PELVIC PAIN, PLEASE COMPLETE THE FOLLOWING:- 
HOW LONG HAVE YOU HAD THE PAIN? YEARS r—
HAVE YOU HAD OTHER INVESTIGATIONS? YES/NO
DO YOU HAVE ANY INDICATIONS FOR POSSIBLE CAUSES? YES/NO
IF YES, PLEASE SPECIFY:_____________________________________
30-31
32
33
34
APPENDIX II
Please answer each question by putting a circle around the "YES" or "NO" 
following the question, there are no right or wrong answers, and no trick 
questions. Work quickly and do no think too long about the exact meaning 
of the question.
Do you have many different hobbies? YES NO 1__ \ l
Does your mood often go up and down? YES N O O
Have you ever taken praise for something you 
knew someone else had really done? YES NO 1 |9
Are you a talkative person? YES NO | 3 °
Do you ever feel "just miserable" for no reason? YES NO 3 1
Are you ever greedy by helping yourself to more 
than your share of anything? YES NO L l ] l 2
Are you rather lively? YES NO 0 3
Do you often worry about things you should not have 
done or said? YES NO | |14
Do you say you will do something, do you always keep 
your promise no matter how inconvenient it might be? YES NO 0 5
Can you usually let yourself go and enjoy yourself at 
a lively party? YES NO I | l 6
Are you an irritable person? YES NO F Il7
Have you ever blamed someone for doing something you 
knew was really your fault? YES NO 1 [18
Do you enjoy meeting new people? YES NO) Il9
Are your feelings easily hurt? YES NOj [20
Are all your habits good and desirable ones? YES NO|_]21
Do you tend to keep in the background on social
occasions? YES NO | |22
Do you often feel "fed-up"? YES NO 23
Have you ever taken anything (even a pin or button)
that belonged to someone else? YES NOj | 24
>
Do you like going out a lot? YES N ol___125
Are you often troubled about feelings of guilt? YES NO j |26
Do you sometimes talk about things you know 
nothing about? YES NOl 127
Do you prefer reading to meeting people? YES n o ] [28
Would you call yourself a nervous person? YES NO I ] 29
Do you have many friends? YES N O r~ [3 Q
Are you a worrier? YES NO [ [31
As a child did you do as you were told immediately 
and without grumbling? YES N O jZ |3 2
Would you call yourself happy-go lucky? YES NO 1 [33
Do you worry about awful things that might happen? YES NO [ 3 ]  34
Have you ever broken or lost something belonging 
to someone else? YES NO j [35
Do you usually take the initiative in making new 
friends? YES NO 1 |36
Would you call yourself tense or "highly-strung"? YES NO □  37
Are you mostly quiet when you are with other people? YES NO □  38
Do you sometimes boast a little? YES NO 1 j 39
Can you easily get some life into a dull party? YES n o ] [40
Do you worry about your health? YES NO I f 41
Have you ever said anything bad or nasty about anyone? YES NO f j  42
Do you like telling jokes and funny stories to your 
friends? YES NO | | 43
As a child were you ever cheeky to your parents? YES NOj | 44
Do you like mixing with people? YES NO] f 45
Do you suffer from sleeplessness? YES NO I [ 46
Do you always wash before a meal? YES NO| [ 47
Do you always have a "ready answer" when people 
speak to you?
/ 2
YES NO| | 48
Have you often felt listless and tired for no reason? YES NO 49
Have you ever cheated at a game? YES NO ] f 50
Do you like doing things in which you have to act
quickly? YES NO Q  51
Do you often feel life is very dull? YES NO_J__ | 52
Have you ever taken advantage of someone? YES NO | f 53
Do you often take on more activities than you have
time for? YES NO | |~54
Do you worry a lot about your looks? YES NO | | 55
Have you ever wished you were dead? YES NO | | 56
Would you dodge paying taxes if you were sure you
could never be found out? YES NO | | 57
Can you get a party going? YES NO | | 58
Do you worry too long after an embarrassing
experience? YES NO P i  59
Have you ever insisted on having your own way? YES NO f  I 60
Do you suffer from "nerves"? YES NO | | 61
Do you often feel lonely? YES NO | | 62
Do you always practice what you preach? YES NO | j 63
Are you easily hurt when people find fault with you
or the work you do? YES NO I | 64
Have you ever been late for an appointment or work? YES NO | | 65
Do you like plenty of bustle and excitement around you? YES NO l~ | 66
Are you sometimes bubbling over with energy and ____
sometimes very sluggish? YES NO_I__| 67
Do you sometimes put off until tomorrow what you ought________ ___
to do today? YES NO_I___| 68
Do other people think of you as being very lively? YES NO | | 69
Are you touchy about some things? YES NO I 170
Are you always willing to admit it when you have
made a mistake? YES NO | j 71
APPENDIX I I I I.D. NO. 1-6
HAD SCALE
Please read each item and place a tick in the box opposite the 
reply which comes closest to how you have been feeling in the 
past week. Don't take too long over your replies: your immediate 
reaction to each item will probably be more accurate than a long 
thought-out response.
1. I feel tense or 1 wound up':
Most of the t i m e ..........
A lot of the t i m e ....... .
Time to time. Occasionally 
Not at all ...........
2. I still enjoy the things I used to enjoy:
Definitely as much 
Not quite so much , 
Only a little .... 
Hardly at all ... .
3. I get a sort of frightened feeling as if 
something awful if about to happen:
Very definitely and quite badly
Yes, but not too badly .......
A little, but it doesn't worry me 
Not at all ..... ........ ........
4 . I can laugh and see the funny side of things:
As much as I always c o u l d ..... . ..
Not quite so much now ........... ..
Definitely not so much n o w .....  ..
Not at a l l ...... ................
5. Worrying thoughts go through my mind:
A great deal of the time .......
A lot of the time ...............
From time to time but not too------- j-1
often .............................  j-1 |------ j1 1
Only occasionally ...............  ...
f
1
§
I
%
6 . I feel cheerful:
Not at all ....
Not often .....
Sometimes .....
Most of the time
12
7. I can sit at ease and feel relaxed:
Definitely 
Usually .., 
Not often , 
Not at all
13
8 . I feel as if I am slowed down:
Nearly all the time
Very often .......
Sometimes  .......
Not at all .......
14
I get a sort of frightened feeling like 
’butterflies’ in the stomach:
Not at all ., 
Occasionally 
Quite often , 
Very often .,
15
10. I have lost interest in my appearance:
Definitely ......................
I don’t take so much care as I should 
I may not take quite as much care 
I take just as much care as ever
16
11. I feel restless as if I have to be on the 
move :
Very much indeed 
Quite a lot . .. 
Not very much ... 
Not at all ......
17
12. I look forward with enjoyment to things:
As much as ever I did   .....
Rather less than I used to ... 
Definitely less than I used to 
Hardly at all ................ .
18
2_
13. 1 get sudden feelings of panic.
Very often indeed ................
Quite often  ...................
Not very often ................
Not at all .......................*
1 4 . I can enjoy a good book or radio or TV 
programme:
Often     ........................
Sometimes ..... ..................
Not o f t e n  ...................
Very seldom    ...................
3
APPENDIX IV • -
SELF-EVALUATION QUESTIONNAIRE
Developed by Charles D. Spielberger
in collaboration with 
R. L. Gorsuch, R. Lushene, P. R. Vagg, and G. A. Jacobs
STAI Form  Y -1
Age Sex: M F T _
DIRECTIONS: A number of statements which people have used to 
describe themselves are given below. Read each statement and then 
blacken in the appropriate circle to the right of the statement to indi­
cate how you feel right now, that is, at this moment. There are no right 
or wrong answers. Do not spend too much time on any one statement 
but give the answer which seems to describe your present feelings best.
\
■b b
1. I feel calm ................................................................................... 0 © © ©
2. I feel secure . ................................... .......................... ............ © © © ©
3. I am tense .................................................................................. © © © ©
4. I feel strained ................................................. ......... .................. © © © •7
5. I feel at ease .............................. ................................................ © © © i
6. I feel upset . ■ ......... .............................................................. © © ©
7. I am presently worrying over possible misfortunes ............. ........... © © © ©
8. I feel satisfied ............................................... .............................. © © ©
9. I feel frightened ........................................................................ ..........  © © © ©
10. 1 feel comfortable ........................................................................ ..........  © © © ©
11. I feel self-confident ...................................................................... ..........  © © © ©
12. I feel nervous ..........................................................................................  © © © ©
13. I am  jittery ...................................................................................................................... - CD ® ® ®
14. I feel indecisive ......... ................................ ...............................................  © © ©
15. I am relaxed ................................................. ...............................................  © © © ®
16. I feel content ............................................... ...............................................  © © © ©
17. I am worried ............................................... ...............................................  © © © ®
18. I feel confused ............................................. ............. .................................. © © © ©
19. I feel steady .................................................. .............................................. © © © ©
20. I feel pleasant............................................... .............................................. © © © ©
© Consulting Psychologists577 College Avenue, Palo Alto, Califon
APPENDIX V
SELF-EVALUATION QUESTIONNAIRE 
STAI Form Y-2
Name  ..........................    Date
DIRECTIONS: A number of statements which people have used to 
describe themselves are given below. Read each statement and then ^  
blacken in the appropriate circle to the right of the statement to in- 
dicate how you generally feel. There are no right or wrong answers. Do ' /  ,
not spend too much time on any one statement but give the answer 
which seems to describe how you generally feel.
2 1 .  1 f e i  l p l e a s a n t  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
2 2 .  1 f e e !  n e r v o u s  a n d  r e s t l e s s       • • •
2 3 .  1 I e e l  s a t i s f i e d  w i t h  m y s e l f  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
2 4 .  I  w i s h  I  c o u l d  h e  a s  h a p p y  a s  o t h e r s  s e e m  t o  h e  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
2 5 .  1 f e e l  l i k e  a  f a i l u r e  . .   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   • •
2 6 .  1 f e e l  r e s t e d  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
2 7 .  I  a m  ' ' c a l m .  c o o l ,  a n d  c o l l e c t e d  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
2 8 .  1 I e e l  t h a t  d i f f i c u l t i e s  a r e  p i l i n g  u p  s o  t h a t  I c a n n o t  o v e r c o m e  t h e m
2 ' . ) .  I  w o r n *  t o o  m u c h  o v e r  s o m e t h i n g  t h a t  r e a l l y  d o e s n ’ t m a t t e r  . . . . . . . . . . .
3 n .  1 a m  h a p p y  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3 1 .  1 h a \ e  d i s t u r b i n g  t h o u g h t s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3 2 .  I l a c  k  .s e l f - c o n f i d e n c e  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . - . . . . • . . . . . . . .
33. I leel secure .....................................................................................................
3 4 .  1 m a k e  d e c i s i o n s  e a s i h  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3 3 .  1 f e e l  i n a d e q u a t e  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3 ( ) .  I  a m  c o n t e n t  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3 7 .  S o m e  u n i m p o r t a n t  t h o u g h t  r u n s  t h r o u g h  m \  m i n d  a n d  b o t h e r s  m e
3 8 .  I t a k e  d i s a p p o i n t m e n t s  s o  k e e n l y  t h a t  1 c a n  t p u t  t h e m  o u t  o f  m \  
m i n d  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
39. I  a m  a  s t e a d y  p e r s o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4 0 . i  g v t  i n  a  s t a t e  o f  t e n s i o n  o r  t u r m o i l  a s  I  t h i n k  o v e r  m y  r e c e n t  c o n c e r n s
a n d  i n t e r e s t s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
C.ttjnright I96X.  1977  6a Charles I). Spirlhrrgrr. Rrprotiuriimi oj thi< test or any portion thrrrnj 
M auy prut r\\ withnut written prrmiwimt u j thr Pulili\hrr is pruhihili d.
I.D. No.
PAIN EXPECTANCY SCALE-.
S  the statements below, please tick the one which is closest' 
5 3 your views.
T- I expec w uo experience no pain posti—surgerv ---—
,2- ^ expec w to experience mild pain post—surgery ——-
,3-» I expec w to experience moderate p a m  post—surgerv
4. I expect to experience severe pain post-suraerv -
APPENDIX VII
I.D.Nol 1 1 1 1 1  1 1-6
Short-Form McGill Pain Questionnaire
Below are a number of words describing different types of pain. For 
each word circle the number that best describes the intensity of your 
present pain, that is how your pain feels at this moment. Do not leave 
out any of the questions. If you experience no pain at all, please 
circle all the "O"’s.
Key:0-none; 1-mild; 2-moderate; 3-severe
Throbbing...............................     0 12  3 | | 7
Shooting.......................................   0 1 2 3  | | 8
Stabbing.........................................  0 1 2  3 | | 9
Sharp............................................  0 1 2 3  | |lO
Cramping........................................  0 1 2  3 | |11
Gnawing.......................................... 0 1 2  3 | |12
Hot-burning...............................   0 1 2  3 | |13
Aching....................................  0 1 2  3 [ 2 ]  14
Heavy.............................................  0 1 2  3 [% ] 15
Tender  ................................. 0 1 2 3  | |16
Splitting ............................... 0 1 2  3 \ ^ J  17
Tiring-exhausting...........................  0 1 2  3 | 118
Sickening........................................ 0 1 2  3 |“ | 19
Fearful.........................................   0 1 2  3 | 120
Punishing-cruel..............................  0 1 2  3 I 121
OVERALL INTENSITY
Please mark the line below at a point which overall shows how severe 
your present pain is. Mark the line on the very left if you experience 
no pain at all or anywhere to the right depending on how severe your 
pain is.
”  22-23
NO PA IN --------------------------- WORST PAIN IMAGINABLE
APPENDIX V III
PAIN STUDY
I.D.NO 1-6
E **11P
Ihanlcyou for your time and for your assistance rn thrs study.
i. How many days did it take for you to return to your normal 
daily activities following discharge from hospital.
Diease circle) 0 1  2 3 4  5 6 74-
olease circle) 0 1 2 3 4 5 6  7-i-
3. Do you 
was:
feel the information you received about this operation
please circle)
very poor poor adeguate good excellent
4.. If applicable: Have you received the outcome of the
* operation/investigation: n 10
please circle) YES NO
5. Any other comments:
PRESENT PAIN INTENSITY
Please indicate the intensity of your present pain by putting 
a tick in the line nect to the word that best describes the 
level of your pain.
No pain -------------
Mild -------------
Discomforting —-----------  --
Distressing -------------
Horrible -------------
Excruciating
APPENDIX IX
FACTOR ANALYSIS OF ITEMS 1-15 OF THE SF-MPQ
ROTATED FACTOR MATRIX 2
51
5 2
5 3
5 4
5 5
5 6
5 7
5 8
5 9
510
511 
A 12 
A 13 
A 14 
A 15
FACTOR 1
.5 7 4 3 6  
.7 3 6 7 6  
.69981  
.5 7 3 0 0  
.2 0 7 9 3  
.2 9 2 9 0  
.2 6 2 2 5  
—. 16630 
. 16650 
. 11515 
, 55104  
.46759  
.67891  
.7 4 9 7 8  
.42797
FACTOR 2
.3 9 8 4 3  
.3 2 5 4 0  
.3 6 8 6 2  
.2 7 9 1 7  
.5 0 3 2 8  
.4 7 8 7 4  
.2 5 3 1 6  
.6 9 9 8 0  
.6 3 7 1 6  
.63441  
.3 0 6 8 9  
.3 1 8 8 8  
- .2 8 0 6 6  
- .  17323  
. 10771
FACTOR ANALYSIS OF THE HAD SCALE
ROTATED FACTOR MATRIX :
HAD 1 
HAD2 
HAD3 
HAD 4 
HAD5 
HAD6 
HAD7 
HAD8 
HAD9 
HAD 10 
HAD 11 
HAD 12 
HAD 13 
HAD 14
FACTOR 1
.46267  
. .6 8 2 6 2  
.33729  
.65668  
.40501  
.70943  
.69913  
.48241  
- .2 3 8 5 1  
.41215  
. 2 5 5 6  
.57787  
.10541  
.59211
FACTOR 2
. 55690  
.0 6 1 5 0  
.6 2 8 1 9  
.4 4 2 8 4  
.6 7 0 9 2  
. 15057 
.2 2 2 1 3  
.3 3 1 1 7  
.7 3 6 7 9  
.0 7 1 9 2  
.0 2 1 6 3  
.3 6 7 5 8  
.8 5 9 8 8  
.0 5 1 6 0
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ABSTRACT
This study piloted a clinical assessment protocol fo r female survivors o f sexual 
assault and describes psychological symptomatology including post-traumatic stress 
disorder in this population. The assessment protocol includes a semi-structured 
interview about the circumstances o f the sexual assault and standard measures o f  
anxiety, depression, and post-traumatic stress disorder. 19 women attending a 
specialist sexual assault service within the Genitourinary Medicine clinic were 
interviewed within one year post-rape (mean= 13 weeks). Qualitative and 
quantitative data was collected All women met a legal definition o f rape and 14 
women had varying degrees o f prior contact with their assailant. 11 women reported 
the rape to the police and the assailant was in custody in only two o f these cases. 
Eight women reported a prior history o f gender violence, eight women reported prior 
contact with psychiatric services, and eight women reported previous suicide 
attempts.
17 (89.5%) women met fu ll criteria for a lifetime diagnosis o f post-traumatic stress 
disorder (PTSD). Emotional reactivity, avoiding thoughts, and intrusive thoughts 
were the most frequently responded to symptoms o f PTSD. Intrusion and avoidance 
scores on the Impact o f Event Scale were consistent with those reported in American 
studies o f PTSD post-rape. Anxiety predominated amongst other psychological 
symptoms and correlated with all PTSD measures. Due to the small sample size non- 
parametric statistics were used on all analyses o f variables associated with 
psychological response. No association was found between previous victimisation, 
psychiatric history, HIV testing or being diagnosed with a sexually transmitted 
disease and post-rape levels o f psychological functioning. The assessment protocol 
was acceptable to most women. Results are discussed in the context o f previous 
research and clinical implications.
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1.0 INTRODUCTION
Rape and sexual assault are common crimes in our society. While few would 
disagree that the aftermath of sexual assault is traumatic for the individual it has 
only been in the past two decades that any systematic description has occurred of 
these psychological consequences. This has been largely due to the advent of 
feminism and consequent advocacy that the legal, medical and psychosocial 
needs of women who are raped and sexually assaulted should be addressed. The 
American Medical Association has recently acknowledged the large impact that 
sexual violence against women has on health care and admits that departments 
are poorly prepared and researched to deal with this problem (American Medical 
Association, 1992). Research into sexual assault largely originates from the 
United States and the applicability of these studies to other populations is not 
known. However at least one United Kingdom study echoes the above concern 
and makes clear recommendations for an improvement in medical and 
counselling services for women (Lees & Gregory, 1993). There is also a need 
for a greater understanding of the psychological aftermath of rape and sexual 
assault in the United Kingdom which is reflected in Lees & Gregory’s (1993) 
study which suggest that more specialised support services are needed than what 
is currently on offer (Victim Support, Rape Crisis).
Specialist sexual assault services for women in the United Kingdom are few. 
The Manchester Sexual Assault Referral Centre was set up as recently as 1986 
and has served as a pioneering model for other such hospital services to be 
developed. The current study is set within one such specialist sexual assault 
service for women based within a Genitourinary Medicine Clinic in an East
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London National Health Service hospital. Women referred from this service 
represent a significant proportion of referrals to clinical psychology. There is 
however little data available to guide clinical practice on methods of assessment 
and on the psychological profile of this population in the United Kingdom. 
Aside from guiding clinical practice, providing a greater understanding of the 
psychological after-effects of rape may have important implications for more 
sensitive management of women by police, legal and medical services.
1.1 Definitions of sexual assault and rape
The terms ‘rape’ and ‘sexual assault’ are often used interchangeably in the 
literature and are synonymous in legal usage (Koss & Harvey, 1991). However 
many studies refer to forms of sexual correction and label these sexual assault 
which may not constitute a legal definition of rape. In addition legal definitions 
of rape and sexual assault have also been subject to extensive reform over the 
past two decades. Definitions of rape and sexual assault, legal or otherwise, 
reflect wider social movements and cultural practices. It is thus worth reviewing 
some of these past and present definitions both towards understanding the 
terminology used in the literature but also towards the complex issue of 
understanding how sexual assault is socially construed. The latter issue is 
particularly important towards understanding how individuals respond to sexual 
victimisation.
In traditional definitions, rape was defined as “carnal knowledge of a female 
forcibly and against her will”, was generally restricted to vaginal-penile 
penetration and that the woman was not the man’s wife (Bienen, 1980). Such
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definitions were criticised as being too narrow and contributing towards 
prejudicial criminal justice practices in handling rape cases (Berger et al, 1995). 
The feminist movement was instrumental in achieving legal reform and argued 
traditional rape law regulated women’s sexuality and protected male rights to 
possess women as sexual objects (Edwards, 1981). There is considerable 
diversity in the reforms which were achieved in rape law. In the United States 
some states redefined rape as sexual assault in an attempt to broaden the crime 
beyond its traditional meaning, vaginal-penile intercourse, to include oral and 
anal penetration as well as vaginal penetration, sexual penetration with objects, 
and touching of intimate body parts. Other reforms redefined the crime in 
gender-neutral terms to protect male victims and some statutes removed or 
modified the spousal exemption which has given husbands immunity for rape of 
their wives (Berger et al, 1995). Others have sought to provide alternative 
definitions, for example: “non-consenting sexual relations with another person, 
obtained through physical force, threat or intimidation” ( Groth & Burgess, 
1977) to attempt to counter earlier definitions which suggested the victim should 
have been subjected to violence for rape to have happened and to counter the 
narrowness of definitions based on penile-vaginal penetration only.
In the United Kingdom rape law reforms resembling some ot the above changes 
have been fairly recent. Rape within marriage was legally recognised as a crime 
when the law was changed in a House of Lords ruling in 1992. The present legal 
definition of rape as amended by the Criminal Justice and Public Order Act of 
1994 states that “it is an offence for a man to rape a woman or another man” 
which is the first legal recognition of male rape in the United Kingdom. This
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new law specifies both vaginal or anal penetration where the person does not 
consent to it as rape but other forms of sexual coercion including attempted rape, 
oral sex, and penetration by instruments continue to be crimed as ‘indecent 
assault’ (Criminal Justice and Public Order Act, 1994). Legal definitions of rape 
and sexual assault continue to be controversial and subject to criticism due to 
their narrowness and consequent difficulty in achieving convictions (Lees, 1995). 
Given the difficulty in reaching a consensus in defining rape and sexual assault it 
is probably not surprising that incidence and prevalence figures vary widely as 
described below.
1.2 The incidence and prevalence of sexual assault
The incidence of rape is reported by crime statistics which refer to the number of 
separate criminal incidents that occurred over a fixed time period, usually a one- 
year period. Reporting of rape by this method would suggest that it is a 
relatively infrequent crime, for example, rape represented just 3% of the violent 
crimes reported to National Crime Statistics (NCS) in the United States in 1985. 
According to the NCS women are more likely to be raped by strangers than by 
someone they know and weapons are used in a third of rapes reported (Koss & 
Harvey, 1991). Figures in the United Kingdom also suggest a low (but 
increasing) incidence of rape. Thus the number of rape offences recorded in 
England and Wales in 1992 was 4100 which is over three times the number 
recorded in 1982. This increase is explained by both an increase in reporting by 
the public and changes in police practice towards a greater number of cases 
being recorded as offences. Similarly there is again an increase in 1994 figures
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where 5082 cases of rape were recorded (Home Office, 1993; 1994). No figures 
are available yet on recorded offences using the 1994 amended legal definition of 
rape.
However there appears to be general agreement in the literature that crime 
statistics and recorded offences grossly underestimate the incidence of rape and 
sexual assault. Thus the NCS method of collecting has been criticised due to the 
use of questions which require respondents to answer questions which use the 
term ‘rape’ and conceptualise it as a violent crime (Koss, 1995). Studies both in 
the United States and the United Kingdom have estimated that only somewhere 
between 7-25% of rape and sexual assault offences are reported to the police 
(Hall, 1985; Koss et al, 1987; Koss, 1995). In addition a large problem 
identified in a number of studies is that complaints of rape are not always 
recorded by the police and if ‘crimed’ they were more likely to fit the classic 
stranger rape (Lees & Gregory, 1993). Lees & Gregory (1993) argue that the 
high rate of complaints of rape which are classified as ‘no crime’ continue to 
reflect a strong belief by police that women make false allegations. They cite a 
study carried out by the New York Crimes Analysis Unit which found that the 
rate of false allegations for rape and sexual offences was only around .2% (Adler, 
1987).
Koss et al (1987) suggest that prevalence data that reflect the cumulative number 
of women who have been sexually victimised are more relevant to mental health 
research because of the long-term medical and psychological after-effects of 
sexual assault. However prevalence studies are also subject to methodological 
difficulties particularly variability in the definition of sexual assault used (which
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may be used as a generic term that includes rape as well as other degrees 
unwanted and pressured sexual contacts not involving penetration, and incest 
and child sexual abuse) and the use of select populations. Koss and Harvey 
(1991) review a number of prevalence studies of sexual assault in the United 
States and selecting those using probability sampling methods and a definition of 
rape resembling legal standards suggest a 20% rape prevalence for adult women 
(Kilpatrick et al, 1987; Koss et al, 1987). In the United Kingdom similar figures 
have been found; a survey questionnaire distributed to 2,000 women in London 
found that 17% reported completed rape (60% of these were marital rape) and a 
further 20% had been victims of attempted rape (Hall, 1985). There are few 
data available specifically on prevalence of sexual assault among medical clinic 
attendees although these may reflect general population figures. This is 
supported by a recent prevalence study in a genitourinary medicine clinic in 
London which using a broad definition of sexual assault (i.e. ‘Have you ever 
been forced to have sexual activity/sexual intercourse against your will?') 
suggests that 28% women and 11% men reported a life-time history of sexual
assault (Petrak et al, 1995).
Precise figures of the incidence and prevalence of sexual assault will remain 
difficult to assess. A number of issues account for this difficulty not least being 
the variation in the definitions of rape and sexual assault used across various 
studies. This variation in definition should also be borne in mind throughout the 
review of the psychological sequelae of sexual assault since studies do not 
always specify which definition was used and this may increase variance in the 
symptoms reported. All data from which these figures arise are dependent on
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information given from victims themselves. Disclosure remains problematic due 
to the pervasiveness of negative attitudes towards victims who may, by 
acknowledging her rape, incur further devaluation and stigmatisation. The 
interrelationship between rape myths and attitudes and the effect on the victim 
will be considered below within consideration of the psychological consequences 
of rape.
1.3 ‘Rape trauma syndrome’ and other psychological sequelae post-rape
Similar to other areas of research into rape, empirical studies of symptomatic responses 
to rape did not start to appear until 1970 and focused on the experience of American 
women. Early conceptualisations of responses to rape were essentially descriptive 
studies conducted without controls and on groups who were seeking help following 
rape (e.g. Sutherland & Scherl, 1970; Burgess & Holmstrom, 1974; Symonds, 1975). 
Such studies were nevertheless instrumental in prompting subsequent research and 
towards educating and improving medical services for victims of sexual assault. The 
most well known of these early studies was by Burgess and Holmstrom (1974) who 
termed the acute traumatic reaction of sexual victimisation as the 'rape trauma 
syndrome'. This syndrome was described based on similarities of response observed in 
109 child, adolescent, and adult victims who had been subjected to forced sexual 
penetration presenting to an emergency hospital department. They described the core 
feature of anxiety in the rape trauma syndrome to be "a subjective state of terror and 
overwhelming fear of being killed" (Burgess and Holmstrom, 1974). The syndrome is 
divided into two phases which can disrupt the physical, psychological, social and 
sexual aspects of an individuals life. The acute or disruptive phase can last from days 
to weeks and is characterised by general stress response symptoms. The second phase
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is characterised by the process of reorganisation, during which the victim has the task 
of restoring order and a sense of control in his or her world. This second phase may 
last from months to years.
Burgess & Holmstrom (1974) emphasised that this syndrome is an acute reaction to an 
externally imposed situational crisis. Thus this early conceptualisation of the stress 
response to sexual assault closely resembles the diagnostic criteria of post traumatic 
stress disorder (PTSD) (Burgess, 1995). Since PTSD has largely subsumed the 
concept o f ‘rape trauma syndrome’ (and arguably any other psychological effects post­
rape) and is the focus of most current research, relevant studies will be reviewed in a 
separate section below.
Subsequent research focused on specific psychological disturbance post-rape including 
anxiety and fear, depression, suicidal ideation and attempts, social adjustment, and 
sexual dysfunction. These are discussed below.
Anxiety and fear predominate amongst psychological responses to rape; this may be 
intense fear of rape-associated situations and general diffused anxiety (Steketee & Foa,
1987). Kilpatrick et al (1981) studied the immediate response of 25 women post-rape 
and 80-96% reported feeling scared, terrified, having racing thoughts, shaking, 
trembling, or palpitations. Intense fear persisted for 80% of the women two to three 
hours after the assault. Areas of rape-related fears identified include, (a) fears of 
stimuli or items that were directly associated with the attack, e.g. a man s penis, tough- 
looking people; (b) fears of rape consequences, e.g. going to court, pregnancy, 
sexually transmitted diseases; and (c) fears of future attack, e.g. being alone, being in a 
strange place, having people behind you (Kilpatrick et al, 1981). Several authors have
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also commented on fear of HIV and AIDS as a primary concern for victims (Lazio et 
al, 1991; Koss & Harvey, 1991).
The course of anxiety and fear post-rape suggest these may be relatively long-term 
problems. Peterson et al (1987) suggest the anxiety induced by sexual assault reaches 
maximum levels in the third week after which there are no further increases but 
significant decrements in fear may not begin for a long time. Thus in a study 
comparing rape victims to non-victims, Veronen & Kilpatrick (1980) found the former 
had elevated scores on the Modified Fear Survey and phobic anxiety on the SCL-90 at 
one year post-rape. They reported that only 23% of those amongst the sample of 46 
victims were asymptomatic on the Modified Fear Survey and 26% showed no 
abnormal phobic anxiety at one year post-rape (Veronen & Kilpatrick, 1983). Other 
studies report similar findings with small numbers of participants (e.g. Ellis et al, 
1981). A more extensive study comparing 115 victims post-rape assessed at six time 
intervals over a one year period with 87 non- victims reported that although the 
victims’ fearfulness declined from the first to the two month assessment, they were 
more fearful at all assessment periods than non-victims (Calhoun et al, 1982).
In the United Kingdom one study reports the use of standard measures of anxiety in a 
sample of 12 women, reporting rape to the police, who were interviewed on three 
occasions over a 4-month period and compared with 12 women without a trauma 
history. Similar to the American studies elevated scores on anxiety and phobic 
dimensions of the SCL-90 are reported compared to controls but high scores 
decreased in the majority of cases by the end of the data collection (Mezey & Taylor,
1988). Most of the above studies focus on reporting symptoms but offer little in 
explanation as to causation of these other than the rape and some do not specify details
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which may likely influence the course of anxiety or any other psychological response in 
victims (e.g. whether or not individuals were reporting to medical and/or police 
services, awaiting court proceedings, relationship to assailant, prior history of 
victimisation). For example, in Mezey & Taylor’s (1988) study 75% of rapes were 
committed by men not known to the their victims (and two cases involved multiple 
assailants). Two of the sample were technically ‘attempted’ rather than completed 
rapes although the authors’ stress these involved “considerable violence” and three had 
histories of prior victimisation (Mezey & Taylor, 1988). Some studies have attempted 
to separate out factors associated with psychological symptoms and outcome and these 
will be reviewed below but many suffer from the methodological difficulty of small 
study samples and reporting unidimensional findings on what is clearly a complex, 
multi-factorial experience.
Research on the extent of depression in victims of sexual assault suggest that this 
reaction may resolve within months postrape (Frank & Stewart, 1984) while other 
research suggest more chronic depressive reactions (Nadelson et al, 1982; Ellis et al, 
1981). Frank & Stewart (1984) used the Beck Depression Inventory (BDI) and a 
standardised interview to assess depression on a sample of 90 victims and reported 
43% diagnosed as having major depression. These symptoms declined by three 
months postassault. Other studies using non-victimised controls also found a similar 
pattern of depression being elevated in victims soon after the rape but that this had 
diminished approximately three months later and no differences were observed 
between the groups up to one year later (Atkeson et al, 1982; Kilpatrick et al, 1979). 
Findings from retrospective studies contrast the above results. Nadelson et al (1982) 
found that 41% of women between 15-30 months post-rape continued to report
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episodes of depression related to the rape. Ellis et al (1981) compared victims with 
matched non-victims three years after the rape and observed significantly more 
depression (as assessed by the BDI) in the former group.
Along with depression, suicidal ideation is prevalent among rape victims. Cross- 
sectional studies report suicidal ideation of between 33% and 50% in victims of sexual 
assault (Ellis et al, 1981; Koss, 1988; Resick et al, 1989). Kilpatrick et al (1985) 
found that 19% had made a suicide attempt, and 44% reported suicidal ideation in a 
large-scale community (non-treatment seeking) survey of women who had been raped. 
There is a suggestion in the literature that adolescents may be at increased risk for 
suicidal behaviour following sexual assault (Burgess, 19850 although this has not been 
specifically researched.
A number of studies have observed difficulties in social functioning and in the 
availability of social support post-rape (e.g. Frank et al, 1980; Calhoun et al, 1981, 
Baker et al, 1991). Nadelson et al (1982) reported that more than half a sample of 41 
women interviewed 15-30 months post-rape had a restricted social life and went out 
only in the company of friends. A prospective study by Calhoun et al (1981) using the 
self-report Social Adjustment Survey found that rape victims differed from nonvictims 
on economic, social and leisure functioning at two months but improved thereafter. 
Work functioning, however, continued to be impaired eight months later. In the same 
study a combined index of marital, parental, and family functioning failed to 
differentiate victims from nonvictims at any point post-assault. The investigators 
suggested that social network behaviour towards the victim could have been altered by 
validation that stemmed from participation in the ongoing research (cited in Koss & 
Harvey, 1991). It could also be argued that participation in the ongoing research
which involved contact with the investigators at least five times over a one year period 
could be construed as socially supportive in itself. Other studies involving little 
contact with researchers demonstrate long-term negative effects of rape upon the 
family unit and in marital adjustment (e.g. Kilpatrick et al, 1987). Miller et al (1982) 
reported “serious relationship disturbance” in 57% of couples interviewed a mean of
2.4 years after the wife was raped. However the latter study had no control sample 
and individual psychopathology prior to the rape was also associated with relationship
problems.
A more recent study compared rape victims and victims of other crimes on measures 
of positive and negative support from significant others. All (n=233) were interviewed 
within eight weeks of the crime and findings suggest that although there were no 
differences in positive supportive measures between the two groups, rape survivors 
were found to receive considerably more negative support from their significant others 
as compared to victims of other crimes. Negative support measures were designed by 
the researchers to include items such as : “My significant other indicated that that I 
should have fought back more” (Baker et al, 1991). This result suggests the social 
support in rape victims may to some extent be linked to perceived culpability. Frank 
et al (1980) previously observed that victims of brutal assaults may receive more social
support.
Problems in sexual functioning post-rape are common and may persist for many years 
(e.g. Burgess & Holmstrom, 1979). Becker et al (1986) assessed 372 female sexual 
assault survivors (included rape, attempted rape, incest, and child abuse) and 99 
controls and reported sexual dysfunction in 58.6% of the former group compared to 
17.2% in the non-assaulted group. 71% of the survivors linked the onset of their
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problems to the assault. Various methodological difficulties are noted with this study, 
for example, significant differences emerged between the assault and control group on 
demographic characteristics (the control group were older and more highly educated), 
60% of the survivor group had been assaulted more than once, and the timing of the 
development of sexual problems in relationship to the assaults are not noted other than 
that the survivor group varied between two months to forty years post-assault. 
Nevertheless, this is the largest study addressing post-assault sexual functioning and
suggests the extent of the problem.
1.4 Post-traumatic stress disorder
Survivors of rape may constitute the largest group of post-traumatic stress disorder 
(PTSD) sufferers above other victims of crime (Steketee & Foa, 1987). The event of 
completed rape appears to pose a greater risk for the development of PTSD than other 
crime events (Norris, 1992; Resnick et al, 1993) and some studies suggest a lifetime 
prevalence of PTSD in the region of 80% associated with rape (Kilpatrick et al, 1989;
Breslau et al, 1991).
Post-traumatic reactions have been described for a number of years under various 
names such as shell shock, combat fatigue, catastrophic stress reaction primarily 
associated with war veterans (Breslau & Davis, 1987). PTSD did not appear in the 
DSM-III ofthe American Psychiatric Association (APA) within the major category of 
Anxiety Disorders until 1980 and the diagnostic criteria has since undergone several 
revisions (DSM-IH-R, APA, 1987; DSM-IV, APA, 1994). It is essentially a 
hypothetical concept to describe a cluster of symptoms that are observed to co-occur 
in the aftermath of trauma. Since most of the published literature and screening
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questionnaires to date on sexual assault and PTSD use the criteria specified by DSM- 
III-R (1987) version this will be described here. The major change mentioned in the 
DSM-IV (1994) concerns specifications regarding the timing of the event including cut 
off points for acute (duration of symptoms less than three months), chronic (duration 
of symptoms three months or more) and delayed onset (if onset of symptoms is at least 
six moths after the stessor) PTSD. DSM-IV also specifies a new diagnosis termed 
‘acute stress disorder’ which while conceptually and phenomenologically similar to 
PTSD is meant to be applied to those manifesting symptoms before one month (APA,
1994).
The issues of what constitutes a ‘traumatic event’ is an issue of debate in the literature |
(e.g. Breslau & Davis, 1987) but according to the APA (1987) this should be an event j
“that is outside the range of usual human experience and that would be markedly 
distressing to almost anyone”. Thus, military combat, violent personal assault (sexual 
assault, mugging, robbery, physical assault), being kidnapped, terrorist attack, torture |
and incarceration as a prisoner of war, natural or manmade disasters, severe 
automobile accidents, or being diagnosed with a life-threatening illness are all events 
which may be subsumed under this heading (APA, 1994). Aside from fulfilling the 
above stressor criterion other diagnostic criteria include: (a) re-experiencing of the 
trauma occurring in some way (e.g. intrusive memories, recurrent dreams, flashbacks, 
intense distress when exposed to events that symbolise or resemble the trauma) , (b) 
avoidance of stimuli associated with the trauma or numbing of general responsiveness 
(e.g. emotional numbing, phobic avoidance); and (c) persistent symptoms of increased 
arousal (e.g. sleep disturbance, hypervigilance, increased irritability, exaggerated startle 
responses). To meet diagnostic criteria for PTSD a victim needs to have at least one
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reexperiencing symptom, three avoidance symptoms, and two increased arousal 
symptoms, and the symptoms need to persist for at least one month (APA, 1987).
Studies assessing PTSD using DSM-III criteria with rape victims are relatively recent. 
Some workers have argued that the criteria is biased towards reexperiencing symptoms 
and since victims often cope through denial, especially at younger ages, the prevalence 
of PTSD is likely to be underestimated in this group (Koss & Harvey, 1991). Others 
have questioned the heterogeneity of DSM-III criteria for PTSD and commented that 
two people could receive the diagnosis having no common symptoms (Foa et al,
1995). Foa et al (1995) suggests, based on a study combining sexual and nonsexual 
assault victims, that the current criteria for PTSD may not be sufficient to explain the 
patterns of posttrauma symptoms observed. Symptoms of emotional numbing (e.g. 
restricted affect, detachment, loss of interest in activities) are grouped with symptoms 
of effortful avoidance of trauma-related situations and thoughts under ‘persistent 
avoidance’ according to current criteria. Foa et al (1995) present results of a factor 
analysis ofthe symptom clusters of PTSD by DSM-IH-R criteria and a distinct factor 
characterising a phobic reaction including the above symptoms of numbing emerged. 
Nevertheless despite this recent questioning of the concept studies consistently report 
significant current and lifetime prevalence figures for PTSD in rape victims.
In a retrospective study Kilpatrick et al (1987) reported a lifetime prevalence of PTSD 
in a community sample of female rape victims was 57%, and in the same study PTSD 
criteria was met by 16.5% of victims, on average, 17 years postrape. In a further 
retrospective study Kipatrick & Resnick (1993) report the lifetime prevalence of PTSD 
after rape was 35% and the current prevalence was 13%. In the same study the 
lifetime prevalence of PTSD after aggravated assault was 39% and current prevalence
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was 12%. A few prospective studies have charted the development and course of 
PTSD in assault victims. Rothbaum et al (1992) found that within the first few weeks 
(mean= 12.6 days) after the assault, 94% of rape victims (n = 95) met symptomatic 
criteria for PTSD, this decreased to 65% at approximately one month, and three 
months after the assault 47% of victims continued to experience PTSD and related 
psychopathology. They suggested those that recovered showed steady improvement 
over the times of assessment whereas those developing more chronic PTSD did not 
show improvement after fourth assessment (mean=35 days). Among the same group 
of researchers a further study charted PTSD in nonsexual assault victims and found 
that 70% met the symptom criteria within two weeks and 25% continued to meet this 
criteria at three months (Riggs et al, 1992). As with much research in this area there 
are numerous confounding factors in these studies, for example, as with many 
American studies conducted on rape, study volunteers were all paid a stipend and were 
all recruited from various emergency services (i.e. they reported the rape). In the 
above prospective studies volunteers were paid for each assessment which increased if 
they completed all sessions. Even with this incentive there were 31 noncompleters in 
the first study (Rothbaum et al, 1992). It may also be that the repeated assessments 
(weekly for 12 weeks) had a therapeutic effect given that it results in repeated 
exposure to the trauma which is a component of most cognitive-behavioural treatment 
approaches to PTSD (Foa et al, 1991). A further criticism might be directed towards 
whether or not the researchers in these two studies were correct in terming the earlier 
assessment findings as PTSD since DSM-IH-R criteria specifies symptoms should have 
been present for one month. However the authors’ claimed to use an interview 
conforming to DSM criteria (Rothbaum et al, 1992).
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Little research has been conducted in the United Kingdom on rape-related PTSD. One 
study conducted in Belfast used DSM-HI criteria to assess PTSD in 51 victims of rape 
seen on average nine months post-rape. Of these 70% were reported as having PTSD 
but a major confounding factor was that data collected formed part of a medico-legal 
assessment (referred to a psychiatrist by the police) towards Criminal Injury 
compensation claims (Bownes et al, 1991).
Research on PTSD following criminal events including rape and sexual assault is m its 
infancy and while many of the symptoms aptly describe the psychological profile in 
many victims there is likely to be numerous variables associated with the development 
of (and recovery from) PTSD and other psychopathology post-rape.
1.5 Factors associated with psychological outcome
Numerous studies have attempted to identify which variables that may be associated 
with or predictive of psychological response following rape. The assumption 
underlying these studies are that individuals’ posttraumatic responses are multiply 
determined and may be influenced by demographic, personality, social, historical, 
aspects ofthe rape situation, and environmental variables (Koss & Harvey, 1991). In 
addition several theories have been proposed as explanatory frameworks towards 
understanding individual response to rape and these are considered below. Firstly, 
however, the evidence for and against various predictive variables are reviewed.
The effects of demographic variables such as age, ethnicity, educational level, 
economic and marital status are not consistent across various studies. Kilpatrick et al 
(1984) found no effect of age, ethnicity, education, and marital status although 
economic status was inversely related to recovery (i.e. poorer victims showed more 
psychological symptoms post-rape). Ruch and Leon (1983) found no effect associated
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with age but reported that non-caucasian suffered greater trauma post-rape. Atkeson 
et al (1982), however, reported that older rape victims were more depressed than 
younger victims at twelve months following rape. In the same study older women 
showed greater avoidance following the rape, more self-blaming attitudes, and had less 
social support. Social support emerges in a number of studies as an important factor 
in coping with both the short and long-term aftermath of sexual assault (Atkeson et al, 
1982; Burgess & Holmstrom, 1979; Ruch & Chandler, 1983; Wyatt et al, 1991). 
Related to social support studies assessing the effect of having a stable relationship 
upon recovery provide contradictory results. Thus Burgess & Holmstrom (1979) 
observed that rape victims who had stable partners recovered more quickly while two 
studies report that married women had greater difficulties after the rape (McCahill et 
al, 1979; Ruch & Chandler, 1983). Few studies however use social support measures 
and in those that do the importance of looking at the type and quality of support (and 
of intimate relationships) is emphasised (see Baker et al, 1991, described above).
Studies have also focused on specific aspects of the rape situation (e.g. stranger versus 
known assailant, use of weapons and violence, number of assailants, place of assault) 
in relation to the psychological aftermath. The degree of acquaintance ofthe assailant 
to the victim is highlighted in a number of studies. Societal attitudes are more negative 
towards victims of acquaintance rape and view stranger rape as the more serious 
assault (Tetreault & Barnett, 1987). Rapes by strangers are more likely to be reported 
to the police and more likely to be ‘crimed’ and achieve conviction (Lees & Gregory, 
1993). It is also reported that the contextual nature of the rape may be different 
between stranger and acquaintance assaults with the latter involving more attempts at 
interaction by the assailant after the rape (Bownes et al, 1991). Despite these
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contextual differences the majority of research report no significant differences in 
levels of psychological symptoms found between stranger and acquaintance rapes 
(Steketee & Foa, 1987; Koss et al, 1988). However women who had some degree of 
acquaintance with their assailant are reported as more likely to delay seeking treatment 
and are less likely to have revealed the rape to others compared to stranger rapes 
(Stewart et al, 1987; Koss et al, 1988). It remains unclear what long-term effects these 
findings have although it seems likely that the rapist’s relationship to the victim will 
affect the victim’s perception of and the meaning attached to the incident in some way. 
Two large community surveys report that a history of sexual victimisation may be 
related to overall greater utilisation of medical systems and poorer health perceptions 
(Koss et al, 1990; Golding, 1994). Therefore it may be that women who have some 
prior knowledge of their assailants (which account for the majority of rapes) are 
accessing services in different ways and not necessarily disclosing their sexual assault
(Petrak et al, 1995).
Studies have used indices with regard to the degree of severity or brutality of the rape 
to examine the effect upon victim’s reactions. Life threat, physical injury, and 
completed rape contributed significantly to the development of PTSD (Kilpatrick et al,
1989) and others report greater mood disturbance consequent on the more brutal the 
attack (McCahiU et al, 1979; Ellis et al, 1981). Somewhat contradictory findings are 
reported by Cluss et al (1983) who report that greater threat to the victim was 
associated with higher self-esteem. Others suggest it is the victim’s perception of 
threat and not the characteristics of the event alone that predicts the extent of later fear 
reactions (Koss & Harvey, 1991). The latter suggests the importance of cognitive
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processes in mediating responses post-rape and relevant theories will be reviewed in a 
subsequent section.
Variables which have been found to be more consistently associated with psychological 
responses following rape include prior victimisation, history of psychiatric treatment 
and recent life events (Steketee & Foa, 1987). Ruch et al (1991), using interview data 
collected on 184 women attending a hospital sexual assault clinic, reported that prior 
assault victims had more severe trauma at two-week follow-up than first assault 
victims. Prior assault victims were also more likely to have pre-existing mental health 
or substance abuse problems and the combination of these difficulties appear to 
contribute to increased trauma level post-rape. Of note in this study approximately 
40% of the clinic attenders did not attend for follow-up (at which point the interview 
data was collected) which substantially reduced respondent numbers and suggests 
difficulties in obtaining follow-up when using a hospital clinic population where 
individuals are attending for reasons other than research purposes (i.e. respondents 
were not'recruited' or paid a stipend). R u c h  et al (1991) do not provide longer term 
follow-up data but in an earlier study Burgess & Holmstrom (1978) report that 47% of 
those previously victimised did not feel recovered versus 14% of single-incident 
assaults at four to six years post-rape. Ellis et al (1982) found that prior victims were 
of lower socioeconomic status, more transient, and more dysfunctional in intrapersonal 
and interpersonal adjustment than single-incident victims. While this data can not 
explain whether such differences were caused by the prior assault or led to multiple 
assaults it does suggest an increased vulnerability.
Prior psychiatric history or previous psychiatric consultation is reported to be 
associated with depressive symptoms (Atkeson et al, 1982), marital and sexual
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difficulties (Miller et al, 1982) and general recovery (Burgess & Holmstrom, 1979) 
post-rape. However the design of some studies have excluded individuals with past or 
current psychiatric histories and, therefore, the relationship of this to, for example, 
post-traumatic stress symptoms remains unexplored (e.g. Rothbaum et al, 1992). 
Other studies have found an association between histories of drug and alcohol abuse 
and increased PTSD symptomatology (not using DSM-III criteria) following rape 
(Burgess & Holstrom, 1979; Ruch & Leon, 1983).
A few studies have looked at the relationship between stressful life events and 
psychological response to rape. Ruch & Leon (1983) observed a curvilinear 
relationship between life changes occurring one year prior to the assault and the acute 
and long-term impact of the rape; those with a moderate degree of change fared best. 
Kilpatrick et al (1984) reported that distress three months post-rape was greater in. 
those who had suffered highly stressful events (e.g. bereavement) in the year prior to 
the rape. Contradictory results include Burgess & Holstrom (1978) who report a lack 
of association between recent (within six months) life changes and recovery post-rape. 
However such findings are difficult to interpret as standard measures of life events 
were not used and their impact is undetermined.
Generally the role of individual or historical characteristics such as past psychiatric 
history, prior victimisation, social support, and coping capabilities in the development 
or maintenance of assault-related psychopathology remain unclear. PTSD (following 
DSM criteria) as an outcome variable in relation to assault and individual 
characteristics has not been examined in previous studies (Resnick & Newton, 1991).
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1.6 Theoretical perspectives on the after-effects of rape
Two main theoretical models have been put forward to account for individual 
differences in response and recovery patterns following rape; the ‘ecological model of 
rape trauma which is concerned with the interrelationships among person, event, and 
social variables M owing rape (Koss & Harvey, 1991), and information processing 
models (e.g. Foa et al, 1989; Resick & Schnicke, 1993). These models are reviewed in 
Petrak (1996). More relevant to the current study is work by Foa et al (1989) who 
developed a cognitive-behavioural conceptualisation to account for the development 
and maintenance of PTSD in rape and other victims of crime
This conceptualisation is derived from Lang’s (1977, 1979) work on fear structures. 
Fear structures are viewed as schema that have numerous connections with other 
schema in the memory network. In order for reduction of fear to occur the fear 
memory must be activated and new information must be provided that is incompatible 
with the current fear structure in order for a new memory to be formed. Activation of 
the fear memory can occur through any of the following networks: (a) information 
about the characteristics of the fear stimuli; (b) information about verbal, physiological, 
and overt behavioural responses that occur when the fear structure is activated, and (c) 
interpretative information about the stimuli, responses, or behaviour that occurred in 
the fear situaüon (Foa a  al, 1989). Foa et al (1989) recommend exposure-based 
therapies which incorporate systematic exposure to the fear memory such that threat 
cues are reevaluated and habituated. Resick & Schnicke (1992) argue that prolonged 
exposure alone may be insufficient in treating rape after-effects. Thus exposure may 
succeed in altering fear but it does not provide corrective information regarding
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misattributions or other maladaptive beliefs which result in victims commonly blaming 
themselves for aspects of the rape.
Resick & Schnicke (1992; 1993) have proposed a cognitive processing therapy 
specifically tailored for victims of rape (reviewed in Petrak, 1996). This is theoretically 
derived from information processing theory and Foa and colleagues cognitive- 
behavioural conceptualisation of PTSD. Such therapeutic approaches are not yet 
widely used and the effectiveness of one therapy type over another remains unclear 
from the literature (Petrak, 1996). However theories of the aftereffects of rape which 
emphasise the meaning of the event to the victim may account for some of the 
inconsistencies found amongst studies attempting to elucidate recovery patterns and 
predictors for psychopathology.
1.7 Summary and conclusions
Violence against women despite having been a major focus of the women’s movement 
since the 1970s remains a depressingly common event. As common as rape remains 
and with crime figures suggesting increases it is unfortunate that funding is being 
decreased or withdrawn from voluntary services designed to help women in the U.K. 
(e.g. Rape Crisis Lines, Refuge). Withdrawal of voluntary services are likely to result 
in increased demand upon statutory mental health services. There are also arguments 
for more specialised services to be developed for victims of sexual assault (e.g. Lees & 
Gregory, 1993) and psychological interventions tailored towards rape (Resick & 
Schnicke, 1993) and post-traumatic stress disorder (Foa et al, 1995). Nevertheless 
there is a paucity of knowledge on the psychological after-effects of rape in victimised 
women in the U.K. It should not be assumed that local populations here resemble the
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economic or socio-cultural features of those found in the United States where most 
sexual assault research originates. This study will contribute towards establishing a 
clinically relevant profile of the psychological after-effects of rape in women in the 
U.K. attending an inner city outpatient clinic.
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2.0 THE PRESENT STUDY
2.1 The setting
The department of genitourinary medicine at the Royal London Hospital offers a multi­
disciplinary clinic (Rose Clinic) for women who have been sexually assaulted or raped 
whether this was a recent event or occurred some time ago. Women either self-refer 
or are referred by the police, their General Practitioner, or rape crisis organisations. 
This specialist clinic provides full medical screening for physical injury, pregnancy, 
sexually transmitted diseases including HIV, and follow-up as appropriate. Initial crisis 
intervention and referral for ongoing psychological support are also provided for the 
client and her significant others, as necessary.
2.2 Aims
Currently there is no standard proforma for collecting information on women attending 
the Rose clinic. A proforma was developed for this study and information obtained 
will be used to establish a database of women using the sexual assault service. A 
standard method of collecting information is also important for medico-legal 
documention. In liaison with clinic staff it was agreed that the author should design 
and pilot an assessment protocol and establish a database'to underpin the working of 
the clinic. The assessment protocol involved developing a semi-structured interview 
based in part on a schedule developed in America for survivors of sexual assault (Reed 
et al, 1991) and selecting standard measures to screen for psychological disturbance. 
The latter were selected on the basis of screening for commonly observed 
psychological phenomena following rape including anxiety and depression and post-
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traumatic stress disorder. A semi-structured interview for post-traumatic stress 
disorder which closely resembles DSM-III-R criteria was also included (Watson et al, 
1991). Thus a wide aim of this study is to examine the usefulness of these screening 
questionnaires for rape-related disturbance. The acceptability of the semi-structured 
interview and questionnaires to participants will also be examined.
A further aim of this study will be to build on existing psychological research regarding 
which variables are associated with psychological outcome post-rape. This will 
include variables including psychiatric and victimisation history which have been 
associated from previous research with psychological after-effects (Steketee & Foa, 
1987) and variables including history of suicide attempts, whether or nor an individual 
attends for HIV testing or is diagnosed with a sexually-transmitted disease which have 
not been examined before in relation to symptomatology. The development of PTSD 
(using DSM-III-R criteria) has not been examined in relation to historical and other, 
variables associated with the sexual assault (Resnick & Newton, 1991). Thus, 
psychiatric, suicide, and victimisation history and variables associated with the sexual 
assault including whether or not women reported to the police, and relationship to the 
assailant will also be examined in relation to the development of PTSD.
Qualitative information from the proforma will be examined and common themes 
described regarding womens’ use of social support, fears, coping strategies, reasons 
for not reporting to the police, and recall of verbal statements made by the assailant. It 
is planned that analysis of this qualitative data will reveal additional information to the 
quantitative data about the context and meaning of the sexual assault.
Finally this study aims to investigate the context and psychological after-effects of rape 
in a group of women accessing an East London out-patient service. This study
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improves and expands on data reported from two previous U.K. studies by: (1) 
assessing post-traumatic stress disorder in a sample who are not attending for the 
purpose of seeking criminal injuries compensation; and (2) using standardised 
measures of post-traumatic stress disorder and other psychological disturbance.
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In summary, this study aims to:
(a) To examine whether there is a relationship between previous history,
contextual variables from the sexual assault and the development of post- 
traumatic stress disorder and other psychological disturbance:
What is the context of the sexual assault for this group?
What is the profile of PTSD symptoms in this population?
What other psychological symptoms predominate?
Is there an interaction between PTSD and other psychological 
phenomena?
What contextual variables associated with the assault are related to 
psychological response?
Which background variables are associated with psychological 
response?
(b) To contribute to the understanding of the psychosocial impact of sexual 
assault in women:
How do women cope during and in the aftermath of rape?
(c) To pilot an assessment protocol including standard psychological measures 
for female victims of sexual assault:
Does the assessment procedure cover most of the relevant issues for the 
respondents?
Is the assessment procedure acceptable to the respondents?
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2.3 Method
Full ethical committee approval was given by the East London and City Health 
Authority to conduct this research (Appendix 1).
Recruitment occurred over a one year period from new attenders to the Rose Clinic.
Due to the large variation in times of attendance post-rape to the Rose Clinic, entry
criteria to this study was based on women who were within one year post-rape. A one
year cut-off point was also decided on the basis of that any psychological distress
screened was more likely to be due to the sexual assault as opposed to other life
events and that it was more appropriate to have a more detailed assessment protocol
closer to the time of the assault. Of the new Rose Clinic attendance’s during the study
penod 19 were recruited by female clinic doctors to participate in the study.
Appointments with the researcher were given to coincide with medical follow-up.
Women were given information on the study and written consent obtained (Appendix
2). The interview and questionnaires took approximately one to two hours to
complete. Following the interview seven women were referred on their request for 
psychological therapy.
2.4 Participants
19 women participated in the study. Women were out-patient attenders at the 
Genitourinary Medicine Clinic who were attending the specialist sexual assault service 
within one year of having being sexually assaulted. Individuals were excluded if they 
had insufficient command of the English language to complete the questionnaires.
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2.5 Design
The design was cross-sectional; with one time of assessment within one year after a 
sexual assault (mean= 13.2 weeks; SD=13.7).
2.6 Measures
Rose Clinic semi-structured interview (Appendix 3)
The initial interview was designed by the researcher based on consultation with 
medical doctors of which aspects were relevant to the medical examination and on the 
Dimensions of Rape Interview Schedule (Reed, Burgess & Hartman, 1991). Questions 
were designed to supplement free accounts given by the participants about what 
happened during and after the sexual assault. This also included background 
information and various circumstances related to the sexual assault. Data was 
collected on the timing and setting of the assault and information about the offender. 
Detailed information was obtained about the method of sexual assault: the detail here 
is justified by the need for doctors to obtain this information to assist full medical 
screening but also due to this information being a legal requirement if the case is 
reported to police and a court case ensues. Information was also obtained on what 
threats were used against the victim, their use of social support, reporting to police and 
outcome, response and aftermath including lifestyle changes and subjective 
psychological state, and medical and psychiatric history.
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Acceptability o f the interview questionnaire(Appendix 4)
A brief questionnaire designed by the researcher to assess the acceptability and 
relevance of the interview and the standard questionnaires was included. Five 
questions using fixed choice responses (yes, no, not sure) followed by an open-ended 
question based upon their initial response were asked. Questions related to whether 
respondents thought the important issues were elicited by the interview, whether they 
found any of the questions distressing, insensitive or difficult to understand, and if they 
thought the interview may be helpful to other women attending the sexual assault 
service.
The PTSD (Post-traumatic stress disorder) Interview (PTSD-I; Watson et al, 1991) 
(Appendix 5)
The PTSD-I was developed to meet four criteria: (a) close correspondence to DSM- 
III standards; (b) binary present/absent and continuous severity/frequency outputs on 
each symptom and the entire syndrome; (c) adminstrable by trained subprofessionals; 
and (d) substantial reliability and validity (Watson et al, 1991). The PTSD-I begins 
with listing of catastrophic experiences which are evaluated by the examiner for 
severity and rarity to determine whether they quality as traumas under DSM-III R 
standards (rape is included in these). The interviewer then asks the subject to rate 
herself on each of 17 seven point severity/frequency Likert scales which correspond to 
PTSD criteria including ‘trauma reexperiencing’ (four items), ‘avoidance of stimuli 
associated trauma’ (seven items), and ‘increased arousal’ (six items) (Watson et al,
1991). Diagnosis of PTSD is made if at least one four or higher response occurs for
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trauma reexperiencing’, three four or higher responses occur for ‘avoidance’ and two
four or higher responses occur for ‘increased arousal’. The scale yields both a lifetime
PTSD and a current PTSD diagnosis and an overall severity score. Watson et al
(1991, 1994) report high internal consistency (alpha = .92) and test-retest reliability
(Total score r = .95; diagnostic agreement = 87%). The PTSD-I was validated against
Robins and Helzer’s (1985) DIS (Diagnostic Interview Schedule) PTSD Module in 61
Vietnam veterans and demonstrated high correlation (kappa = .84; overall hit rate =
.92; speciGcity = .94; sensitivity = .89). The PTSD-I is not copyrighted and is in the 
public domain.
Impact o f Event Scale (IRS; Horowitz et al, 1979) (Appendix 6)
The IRS is a 15-item self-report questionnaire measuring two dimensions of PTSD:
trauma related intrusion and avoidance. The frequency of these symptoms is indicated
on a four-point scale. Horowitz et al (1979) report split-half reliability for the total
scale to be 0.86, internal consistency of the subscales (Cronbach’s alpha) to be 0.78 for
intrusion and 0.80 for avoidance, and test-retest reliability to be 0.87. The 1RS has
been used in a prospective examination of PTSD in rape victims (Rothbaum et al,
1992) and was also found to be sensitive to therapy effects in rape victims (Kilpatrick 
et al, 1988).
Ihe General Health Questionnaire - 1 2  (GHQ-12; Goldberg & Williams, 1988) 
(Appendix 7)
The GHQ-12 is the shortest version available of the GHQ (Goldberg, 1972). It is a 
widely used screening instrument for psychological distress and provides a single score
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and a ‘caseness’ discrimination such that as the score increases the mental health 
problems increase. It consists of 12 items and the recommended scoring method is 
Likert scoring on a four-point scale assigning values of 0-1-2-3 (total score range 0- 
36). Interpretation of the Likert score can be made by reference to published norms 
(Banks et al, 1980; Milne, 1987). Concurrent validity is reported comparing the GHQ- 
12 with psychiatric research interviews (sensitivity = median 0.86; specificity = 0.80). 
It is simple to administer, takes a few minutes to complete and does not contain items 
which are likely to distress respondents.
Hospital Anxiety and Depression Scale (HADS; Zigmund and Snaith, 1983) 
(Appendix 8)
The HAD Scale was developed as a screening device for detecting anxiety and 
depression in hospital patients. It is a 14-item self-report questionnaire consisting of 
two subscales for anxiety and depression. Respondents are required to rate each item 
on a 4-point scale (0-3) according to how they have been feeling over the past week. 
The authors suggest that for either subscale (anxiety or depression) a score of 7 or less 
represent non-cases , scores of 8-10 represent ‘borderline cases’ amd scores of 11 or 
more reresent definite cases. The HAD Scale excludes somatic items and is, therefore, 
particulary applicable with non-psychiatric hospital clinic populations (Zigmund & 
Snaith, 1983). It is easily understood and rapidly administered. Zigmund & Snaith 
(1983) report the internal consistency of the anxiety scale to range from +0.76 to 
+0.41, and the depression scale to range from +0.60 to +0.30. The reliability of the 
scale for assessing the severity of anxiety is r=0.74 and for depression, r=0.70.
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2.7 Data analysis
All data were analysed using the Statistical Package for the Social Sciences (SPSS) for 
Windows 6.0. Descriptive statistical analyses were followed by intercorrelational 
analyses between selected variables. Interrater reliabilities were calculated for part of 
the qualitative data which was coded into categories (Miles and Huberman, 1994).
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3.0 RESULTS
Quantitative and quantitative data describing the circumstances of the sexual assault, 
psychological responses, and the acceptability of the assessment protocol are 
presented below. Intercorrelational analyses between selected variables and 
psychological responses are also presented.
3.1 Circumstances of the sexual assault - quantitative data
Demographic characteristics
Demographic information on women participating in the study are presented in Table
1.
Table 1 Demographic characteristics o f sexual assault survivors
Demographic characteristic n (%)
Age:
18 and under 4 (21.1)
19 to 25 7 (36.9)
26 to 30 5 (26.1)
31 to 40 1 ( 5 3)
41 and over 2 (10.6)
Ethnicity:
Caucasian 11 (57.9)
Black Afro -Caribbean 6 (31.6)
South Asian 2 (10.5)
Marital status:
Single 14 (73.7)
Married/co-habiting 1 ( 5.3)
Separated/divorced 4 (21.D
Educational level:
School 9 (47.4)
College 5 (26.3)
University 5 (26.3)
Employment Status:
Employed 9 (47.4)
Unemployed 6 (31.6)
Student 4 (21.1)
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The mean age of women is 25.7 years (SD=8.4). Ethnicity was defined by self-report 
but were grouped into three categories due to small numbers. The majority of women 
(57.9%) were of Caucasian origin (10 white United Kingdom and one white 
European), followed by Black Afro-caribbean origin (31.6%) and two women from 
South Asia (one of Bengladeshi and one of Indian origin). The majority of women 
were single (73.7%), followed by separated or divorced (21.1%), and one women was 
married. Nine (47.4%) of women were employed either full-time or part-time, six 
(31.6%) were not in paid employment, and four (21.1%) were either completing their 
GCSE or equivalents, or attending college or university.
Number o f weeks post-rape at time o f interview
The time of the rape in relationship to the number of women interviewed is presented 
in Table 2.
Table 2 Time o f rape
<=1 month 
n (%)
<=3 months 
n (%)
<=6 months
n (%)
<=9 months 
n (%)
<=12 months 
n (%)
Number (%) 
of women 
interviewed
6 (31.6) 8 (42.1) 2 (10.5) 2 (10.5) 1 (5.3)
The mean time elapsed since the rape at the time of interview was 12.3 weeks 
(SD=13.7).
Identity o f the assailant to the victim
Identity of the assailant (Table 3) was determined by womens’ description of their 
relationship to the assailant. ‘Acquaintance’ was categorised by some prior contact
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with the assailant whether it was immediately prior to the rape (n=5) (e.g. someone a 
woman had talked to earlier in the pub) or where the assailant was known to the 
woman with limited contact (n=4) (e.g. a work colleague, a ‘friend’ of family or other 
friends). In the known well category, one women reported having being raped by her 
brother and the other women reported the rape to have been perpetrated by current 
(n=l) or ex-partner’s (n=3).
Table 3 Identity o f the assailant to the victim
Identity of the assailant n (%)
Stranger/not known 5 (26.3)
Acquaintance/known slightly 9 (47.4)
Partner/ex-partner/relative/known well 5 (26.3)
Location and setting o f the sexual assault
Four of the sexual assaults took place where women were on holiday outside of the 
United Kingdom. The places where sexual assaults took place are shown in Table 4.
Table 4 The setting o f the sexual assault
Setting: n (%)
Victims’ home 4 (21.1)
Assailants’ home 4 (21.1)
Other - indoors 4 (21.1)
Outdoors 7 (36.8)
, 252
I
4/5 of the sexual assaults perpetrated by assailants not known the women took place 
outdoors. Outdoor assaults took place in garages/underground car parks (n=3), parks 
or fields (n=2), and cars (n=2).
Characteristics o f the assailant
Limited demographic characteristics of the assailant based on what women could recall 
are presented in Table 5. Two women reported being unconscious during the alleged 
rape and recollection was limited for some of the women, therefore data on age 
(missing data = 1), ethnicity and assailants’ substance are as perceived by women and 
not necessarily accurate. The mean approximate age of the assailants’ is 28.3 years 
(SD=4.6).
Table 5 Characteristics o f the assailant
n (%)
Age:
19 to 25 7 (38.9)
26 to 30 6 (33.4)
31 and over 5 (27.8)
Ethnicity:
Caucasian 8 (42.1)
Black Afri-caribbean 8 (42.1)
South Asian 3 (15.8)
Use o f alcohol and/or drugs by assailant and by survivor
Women reported drug and/or alchohol usage in seven (36.8%) assailants, and the 
remainder were ‘don’t know/unsure’ (52.6%) and none (10.5%). 31.6% of the
women reported they had consumed alcohol prior to the sexual assault.
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T h e  s e x u a l  a s s a u l t  a n d  o t h e r  c r i m e s
The sexual assault in all cases involved one male assailant although in one case two 
men were present with one observing. All women reported vaginal-penile penetration 
had occured and condoms were not used in any of the incidents (recollection was 
vague from two women ). Eight (42.1%) women reported other forms of sexual 
assault in addition to vaginal penetration including touching/anal and vaginal 
penetration by fingers, oral sex assailant to victim, oral sex victim to assailant, forced 
to masturbate the assailant, anal penetration, and repeated rape during the one incident. 
Five women (26.3%) reported that money and/or their purse was stolen (n=4) or 
attempted stolen (n=l) by the assailant.
Women reported that some form of physical restraint or force was used in the majority 
(89.5%) of incidents. These ranged from being held tightly, pinned down, slapped, 
punched, bitten, kicked to attempted strangulation (n=2).
Use of a weapon either seen or threatened occurred in four (21.1%) of the sexual 
assault. Knives were seen and threatened with use (n=3) and a gun was not seen but 
threatened with use in one sexual assault.
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R e p o r t i n g  t o  p o l i c e  a n d  o u t c o m e
11 (57.9%) of 19 women reported the rape to the police. The status of the assailant 
according to what women thought had or was likely to happen is shown in Table 6.
Table 6  Status o f the assailant after 1 1  women reported to the pnlir.p
n %
Assailant apprehended by police 
after the rape?
Yes
No
Don’t know
6 (54.5) 
4 (36.4) 
1 ( 9.1)
Current status of assailant? 
On bail 
In custody
Not caught/not known
4 (36.4) 
2 (18.2)
5 (45.5)
Going to court?
Yes
No
5 (45.5)
6 (54.5)
Of six cases were the assailant was apprehended five were due to go to court at some 
point according to the women at the time of assessment. One case was dropped due to 
the woman deciding she did not wish to go through with going to court.
Treatment by police and forensic medical services
Eight (72.7%) of the eleven women reported their treatment by the police to have been 
‘good/very good’ with the other three reporting their treatment to have been ‘poor’. 
Nine (81.8%) of the eleven women reported their treatment by the forensic medical 
examiner to have been ‘good/very good’ while two reported their treatment to be 
‘poor’ and ‘no strong feelings’. Nine women were seen by female forensic examiners
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and expressed this would have been their choice of gender of their examiner. Two 
were seen by male forensic examiners, neither were given a choice of gender of their 
examiner, and would have preferred a female forensic medical examiner.
Sexually transmitted diseases and testing fo r  Human Immunodeficieny Virus (HIV) 
Seven (36.8%) women had sexually transmitted disease (STD) symptoms diagnosed in 
the Genitourinary Medicine Clinic following the sexual assault. Diagnoses included 
Candidosis, Bacterial vaginosis. Pediculosis pubis, genital warts, and pelvic 
inflammatory disease. The source of the infection cannot however be directly 
attributed to the sexual assault and can reflect pre-existing pathology. Furthermore 
certain infections may have long incubation periods (e.g. the incubation period of 
genital wart is 6-52 weeks) and may not have yet been diagnosed. The reported 
prevalence of STD among rape victims is 4-56% (Courtney & Forster, 1993).
Twelve (63.2%) women had an HIV test following the sexual assault and all results 
were negative. Data is not clear from medical notes on reasons why HIV testing did 
not proceed in the remaining women although this is likely due to the recency of the 
rape since HIV antibody testing requires waiting 10 to 12 weeks from the point of 
potential infection.
Previous victimisation and mental health history
Eight (42.1%) women reported a prior history of gender violence; adult survivors of 
child sexual abuse (CSA) (n=3); adult sexual assault and domestic violence (n=2); 
adult sexual assault (n=l); adult survivor of CSA and domestic violence (n=l); and 
domestic violence (n=l).
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Eight (42.1%) women reported a prior history of contact with mental health services 
(psychiatry and/or psychology); four requiring in-patient hospital treatment for alcohol 
dependency (n=l) and following suicide attempts (n=3).
Eight (42.1%) women reported previous suicide attempts (total number of suicide 
attempts = 12).
3.2 Circumstances of the assault - qualitative data
Womens’perceptions o f the police and court system
Eight (42.1%) women did not report the rape to the police. Examples of statements 
women made regarding why they didn’t report to the police are presented below. 
Generally these statements suggest that women did not report the rape to the police 
because: 1) advice sought from others suggested there was little point in going 
through with it due to perception that case would be disregarded; 2) being in a 
foreign country where they wouldn’t protect you anyway; 3) not being believed; and 
4) perception of poor treatment by the police.
E.g.
“Police knew o f first incident but not this - because you ’re treated like a criminal - /  
can do without the hassles o f the questioning”
“Previous case - not believed therefore no belief in the justice system ”
“I  was in Jam aica-didn’t fee l protected anyway”
“Called Rape Crisis - advisedfrom a legal viewpoint it wouldn ’t go anywhere 
because I  consented in the first place ”
“I  spoke to my GP who called the police but was advised not to report it because I  
didn’t remember too much detail ”
“They wouldn’t have believed m e”
Women also reported difficulties associated with knowing whether or not the case
would go to court or whether they could go through with a court case. Examples are 
presented below:
“He denied raping me because he used a condom”
‘After discussing it with my mother, and being confronted with him again .. couldn 7 
go through with it"
“Thepolice are not sure that they can convict"
He denied it and the police say there is not enough evidence ”
“The police can go and forget it and I  can 7, they wanted to go over it too much - 
don’t want to go through with i t”
Not sure i f  it is going to court or not - they haven 7 told me anything"
Verbal strategies used by the assailant
The following are examples of statements that women recall the assailant having made 
immediately preceding, during, and immediately after the rape. They are categorised 
into verbal strategies which are used by rapists derived from Reed et al (1991) who 
suggest such strategies constitute a form of psychological abuse. Eliciting such 
statements are suggested to be important for survivors to emotionally process the rape 
(Reed et al, 1991). Other clinical relevance of eliciting verbal statements include 
helping survivors increase understanding of how such statements can create confusion 
during the rape thus making it difficult for the individual to respond to the situation. 
This may then help the individual re-frame feelings of guilt and self-blame. Eliciting 
statements from victims of what assailants’ said is also used in ‘offender profiling’ and
are particularly useful in identifying linked cases (Davies, 1992).
Sixteen (84.2%) women reported recalling the assailant making statements. Most 
assailants made more than one type of statement (e.g. threats, orders and implied 
consent) therefore these were not quantifiable. Types of verbal strategies are organised 
into themes derived from Reed et al (1991) including personal revelations, confidence
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lines, threats towards self and others, possession, implied consent, exploitation of 
forced sexual response, orders and apologies. The categories infantilisation and 
implying prostitution were added as these were distinct from those mentioned above. 
Examples include:
Personal revelations
“He told me his name before in the pub”
“He talked about problems he was having with his girlfriend”
(Interrater reliability = 100%)
Confidence lines
“He said he wanted to go into the toilets to talk”
"He was waiting outside the pub and said he was going to the bank and would walk 
with me a b it”
(Interrater reliability = 50%)
Threats towards self and others
“He said he is a ‘Yardie’and has a gun”
He said i f  I  went to the police h e’d  get his friends ‘round”
“I  am going to fuck the living daylights out o f you ”
“He said he would take my child away”
“Ifyou  don’t do what you ’re told I  will smash your face in ”
I  Jri going to kill you i f  you don’t stop screaming”
“Ifyou  don’t shut up you won’t see your family again ”
“It is really going to hurt you”
“I  am going to kill you”
“Ifyou  don’t have sex with me, I ’m going to rape you”
(Interrater reliability = 82%)
Posession
“I  bet your boyfriend never touches you like this”
“You don’t fee l this good with P ...”
You re not going to make a foo l out o f m e.. make me look stupid (to the other 
men) ”
(Interrater reliability = 75%)
Implied consent
“You were asking fo r it”
“He said he wanted me to be his girlfriend”
They (the police) didn ’t believe you before and they won’t this time ”
“He was talking as i f  h e ’d  been out with me fo r a long time ”
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“You’ve been giving me the signals all day ”
“I'm  not forcing yo u ”
“He asked me i f  I  wanted to go out with him tonight”
“You want it”
(Interrater reliability = 62%)
Exploitation of forced sexual response
“You love th is.. every minute o f i t”
“I ’ll flick you .. you love this”
“You know I  love you /  nothing has changed”
“He said he loved m e”
“He said I  would enjoy it”
“This will be ju st as good as the first time”
“He said say 'hold me and say you'll never leave me ' ”
(Interrater reliability = 75%)
Apologies
“He apologised to me the next day”
“He said T know you don't,deserve it but I  can't help i t '” '
“He said T didn't mean it" ’
“I 'll take you to the taxi station”
(Interrater reliability = 75%)
Orders
“He told me not to scream or speak”
“Lots o f orders.. put your money on top there, take the chewing gum out o f your 
mouth...”
“Do what I  say, close your eyes, stay where you are ”
“He told me not to scream, not to say anything, not to look at him ”
(Interrater reliability = 100%)
Infantilasation
“He called m e ‘a d o ll'”
“You’ve been a good little g irl”
(Interrater reliability = 100%)
Implying prostitution
“He asked me i f  I  was interested in seeing a friend o f his fo r money ”
“He called me a whore - prostitute ”
“He said I  was a prostitute anyway ”
(Interrater reliability = 100%)
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Other
“Blamedit (premature ejaculation,) on m e”
Womens' perceptions o f threat
Corresponding to statements made by assailants women reported high levels of fear of 
death and injury:
E.g.
“I  thought he was going to kill me ”
“I've seen his face - so maybe he '11 kill me ”
“I  fe lt I  was going to get my face smashed in ”
“He is going to kick my head in ”
“I  thought I  was going to be killed”
“There was no opportunity to get away - 1  was pinned in a com er”
Women reported various cognitive strategies which resemble those reported by 
Burgess and Holmstrom (1974) regarding how women respond to the intense level of 
fear generated during the rape. For example:
Pleading/negotiation
“I  said I  didn't want it and he said ‘yes you do ' ”
“I  begged him to get o ff me ”
“I  screamed fo r  him to be taken away”
“Why are you going to kill me, are you sure you have the right person? ”
(Interrater reliability = 67%)
Rationalisation
“I  thought he wanted my purse ”
“I  didn't think he would do this, I  trusted him ”
“I  didn't fee l uncomfortable at first with him ”
“Talking to him helped me survive ”
“I  think my Uncle let him in because I  was not agreeing to the marriage ”
(Interrater reliability = 67%)
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Depersonalisation
“This isn't happening to m e”
‘7  should ha\>e watched my back but rape happens to people on TV” 
“Ife lt blank, like in a film  .. unreal”
(Interrater reliability = 67%)
Survival
I  tried to stay calm, so it would be over and h e ’d  go without hurting me ” 
‘T wished he were dead”
“I  did* 1 ’t Put up ci fight because he was going to get more aggressive ”
“I  closed my eyes and tried not to fee l it”
“I've got to get out o f here”
(Interrater reliability = 80%)
Feeling immobilised
“Icouldn 't say anything”
“Ifroze ”
3.3 Use of social support and coping post-rape
Reporting o f the rape to others
Amongst those women who have a partner (n=l 1), eight (72.7%) told their partner of 
the rape. 13 (68.4%) told at least one family member and 14 (73.7%) told at least one 
friend of the rape. Four (21.1%) women did not tell either family and/or partners of 
the rape although two of these women did tell at least one friend. Three women made 
comments regarding reasons for not telling family:
(Tn my culture things like this are shameful, you don't tell anyone ”
“I  wouldn’t tell my fam ily because I  fee l stupid about i t”
I  haven t told my fam ily because they would disapprove and blame me -they are very 
backward Eastern - they didn't want me to live out at University in the first place - /  
would lose my freedom ”
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Not all women made comments but the following statements are examples from 
women who did tell family, partners, and professionals suggesting that it can not be 
assumed that telling others is always helpful:
“My relationship ended because he couldn't cope with the rape”
“My parents responded with disbelief, they don't know what to d o ”
“Since I  told my ex-husband we agreed not to communicate about it ”
“Boyfriend is angry, doesn'twant to talk about i t”
“My mum is shocked and can't really talk about i t”
“My boyfriend said I  was looking for i t”
“You are better off talking to a stranger”
“Parmer is sympathetic but he just wants me to get on”
“M y GP was unsympathetic ”
Use o f support services
Six (0 I.6 / 0) women were receiving or had received counselling from Victim Support,
social work, and nursing. One woman reported the counselling received to be ‘very
helpful’ and the remainder reported ‘no strong feelings’ (n=3) and ‘unhelpful’ (n=2)
Seven ( j 6 .8 / o ) women were offered referral to clinical psychology following the 
interviews.
Coping with the aftermath of sexual assault
The following themes were derived from two specific questions asked of women about 
how women perceived they had coped since the assault and whether there was 
anything specific they thought had helped. Representative responses are given as 
opposed to total numbers since some of the responses were very similar. The first 
question elicited responses that seemed limited to either a positive or a negative 
appraisal towards the following question:
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1. How do you feel you have coped since the assault?”
‘Positive appraisal’
Kg.
“Reasonably well”
“I  let the feeling out - cry”
“A t first shocked and weepy but a bit better now ”
“Trying to relax more”
“Trying to be more open”
“Better than at fir s t”
“Trying to keep life normal”
“Not crying so much now - thought it was my fault at firs t”
‘Negative appraisal’
Kg.
“I  haven 7 coped”
“Feel very uncomfortable about sex ”
“I  lost my ambition. I ’ve nothing to look forward to ” 
“Ife e l like my life has ended”
“Not very well”
“I  don’t know”
“I  put up a good front but not dealing with it inside ”
2. “Have you done anything in particular which you think has helped you cope?” 
The following themes emerge from statements elicited from women about specific 
ways of coping. These suggest women utilise different ways of coping and categories 
resemble those developed by Folkman & Lazarus (1980) including ‘emotion-focused’ 
and problem-focused coping. Emotion-focused coping is aimed at reducing or 
managing the emotional distress that is associated with (or cued by) the situation and 
problem-focused coping is aimed at problem solving or doing something to alter the 
source of the stress. Folkman & Lazarus (1980) suggest most stressors elicit both 
types of coping but that problem-focused coping predominates when people feel that 
something constructive can be done whereas emotion-focused coping tends to
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predominate when people feel that the stressor is something that must be endured. 
The above constructs resemble the following ways that women report coping with the 
addition of a category termed ‘support focused’; that is utilising social support as a 
way of coping. Statements included under ‘support focused’ coping were not readily 
categorisable under either emotion or problem-focused coping but were clearly stated 
as responses to the question of what women did to cope. Statements included under 
‘other’ were not categorisable under emotion, active or support coping strategies. 
Examples include:
Active coping focused
“To try and help the police as much as possible "
“Bunjee jum ping”
"Coming here and reassurance about the physical things”
"Requesting sleeping tablets ”
"Taking on a new challenge ”
"DidsomethingFdnever done before”
"Joined a gym ”
"To get more involved in work ”
To not put o ff getting on with things that I  would have done normally” 
"Trying to do normal things”
Emotion focused
"More defensive with other people... more cautious”
“I  keep thinking around it until sorted in my own mind”
"Not let him make me a bitter person”
"I tried to block it out”
"I am trying not to blame myself now ”
"Acknowledged that I  was raped”
The fa ct that I  am still alive - to survive what happened”
Support focused
"Having the support o f my boyfriend”
"Talking with friends and advice from parents ”
"Talking about i t”
"Had the support o f a good friend who didn’t judge me ”
"To tell my mother ”
"Told a few  friends ”
265
Other
“I will never have another man in my life”
I  had to fake being cheerfidfor my son ”
3.4 Psychological response following sexual assault
Data here are reported according to results of the PTSD semi-structured interview and 
standard measures of mood disturbance. Data reported regarding suicidality was 
obtained through enquiry by the author since none of the questionnaires contained 
questions regarding suicidal ideation and attempts.
Suicidal ideation and attempts
Eight (42.1%) women reported episodes of suicidal ideation post-rape and one women 
reported having made a suicide attempt by self-stabbing one month after the rape. 
Despite the high level of suicidal thoughts none of the women were on clinical 
assessment actively suicidal.
Mental health questionnaires
The results of the Hospital Anxiety and Depression Scale and General Health 
Questionnaire-12 are presented in Table 7.
Table 7 Mean scores for the HADS and GHO-12
Questionnaires: Mean SD
HADS:
Depression 9.0 5.9
Anxiety 13.6 4.1
GHQ-12 23.4 7.7
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Interpretation of the GHQ-12 mean score of 23.4 can be made in relation to published 
norms. Milne (1987) reports from a study of people attending a clinic psychology 
clinic a mean GHQ score of 21.2 at referral, 10.3 after three months’ treatment, and 
8.9 at one year follow-up. Bank et al (1980) reports mean GHQ scores of 8.8 for 
employed adolescents and 14.5 for those who were unemployed.
HADS scores are interpreted according to ‘caseness’. Thus, scores of 7 or less 
represent non-cases, scores of 8-10 represent borderline cases, and scores of 11 or 
more represent definite cases for either anxiety or depression sub-scales (Zigmund and 
Snaith, 1983). The percentage of women falling within the case ranges for anxiety and 
depression on the HADS at assessment are presented in Figure 1.
Figure 1 Percentage o f women with anxiety and depression assessed by the HADS
Depression
Anxiety
3
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Post-traumatic stress disorder
Results from the PTSD-I schedule and the Impact of Events Scale (EES) are presented
in Table 8.
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Table 8 Mean PTSD-I Scores and IES scores
Questionnaires: Mean SD
DES:
Intrusion 23.68 7.88
Avoidance 29.53 8.98
PTSD-I:
17.63 4.80Section B: Trauma re-experiencing
Section C: Avoidance 32.74 7.68
Section D: Increased arousal 28.63 7.57
PTSD-I Overall Frequency/Severity: 79.74 18.64
IBS avoidance and intrusion mean scores have been reported for women who were on 
average 12.64 days post-rape in a prospective examination of PTSD. Rothbaum et al 
(1992) report the mean DES intrusion score to be 24.9 and mean IES avoidance score 
to be 27.7 in a sample of 64 women. Horowitz et al (1979) report a mean EES 
intrusion score of 21.4 and a mean EES avoidance score of 18.2 on adults with stress 
response syndromes attending a psychotherapy clinic.
The published norms for the PTSD-I are derived from Vietnam war veterans. Watson 
(1990) reports a PTSD-I total mean score of 76 (SD = 24) derived from 89 veterans 
participating in a study of PTSD.
Seventeen (89.5%) women met full criteria for a lifetime diagnosis of PTSD according 
to the PTSD-I schedule. Two women endorsed all symptom with a score of four or 
higher (i.e. recommended cut-off point on the scale for inclusion towards meeting 
criteria of PTSD). A profile of individual symptoms assessed according to PTSD-I 
criteria are presented in Figure 2. These include the percentage of women scoring four 
or higher on individual symptoms on the interview schedule. ‘Emotional reactivity to 
reminders’ and ‘avoiding thoughts and feelings’ associated with the rape were
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endorsed as four (‘somewhat/commonly’) or higher on the PTSD-I for eighteen 
(94.7%) women. ‘Increased startle reactions’, ‘intrusive thoughts’ and ‘avoiding 
situations and activities’ were the next most commonly endorsed symptoms (78.9%). 
The question regarding experiencing ‘flashbacks, illusions, hallucinations or other ‘re­
livings’ of the event’ was the least frequently endorsed with six (31.6%) women 
reporting commonly experiencing such phenomena.
269
O "
3- 2 5m g -
■ n i
intrusive thoughts
nightmares
flashbacks
emotional reactivity
avoiding thoughts
avoiding situations
amnesia about trauma
loss o f interest
detachment
concentration
difficulties
increased startle 
reaction
physiological
reactivity
restricted affect
sense o f  foreshortened 
future
sleep disturbance 
increased irranbflty
2 7 0
Figure 
2 
Profile 
of 
individual PTSD
-I sym
ptoms 
within 
case 
range
3.5 Factors associated with psychological response
History of previous victimisation, psychiatric consultation, and suicide attempts and 
psychological functioning post-rape
The Mann-Whitney U test for independent samples were carried out to see if there was 
any difference between women with a history of previous victimisation (n=8) and no 
history of previous victimisation (n= l 1) on all post-rape mental health and PTSD 
measures. No difference was found between the two groups on any of the 
psychological measures.
Women with a history of psychiatric consultation (n=8) were compared to women 
without a psychiatric history (n=ll) on all post-rape psychological measures using the 
Mann-Whitney U test. No difference was found between the two groups on any of the 
psychological measures.
Mann-Whitney U tests revealed no difference on all the psychological measures 
between women with a history of suicide attempts and no previous suicide attempts 
although there is a trend for women with a history of suicide attempts to have a higher 
GHQ-12 scores than women with no suicide history (Z=-1.86, p=0.062).
Reporting to police and psychological response
Mann-Whitney U tests revealed no differences between women who reported to the 
police (n=l 1) and women who did not report to the police (n=8) on the GHQ-12 and 
HADS. There is a trend for women who reported to the police to have scored higher 
on DES intrusion than women who did not report the rape (Z=-1.74, p=0.081) and on 
post-trauma re-experiencing of the PTSD-I (Z=-1.91, p=0.056). No other differences 
were found on IES avoidance sub-scale and PTSD-I between the two groups.
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HIV testing, sexually transmitted diseases (STD’s) and psychological response 
There were no significant differences between women who had an HIV test and those 
who were awaiting an HIV test on any of the psychological and PTSD measures using 
Mann-Whitney U tests. There was also no significant differences between women who 
had been diagnosed with an STD and those who had not on any of the psychological 
measures post-rape.
Current suicidal ideation and psychological response
Mann-Whitney U tests were carried out between women reporting suicidal ideation 
(n=8) and women with no suicidal ideation (n=l 1) post-rape on all psychological 
measures. There is a trend for women reporting suicidal ideation to have scored 
higher on HADS anxiety sub-scale than women with no suicidal ideation (Z=-1.92, 
p=0.055). No differences between the groups were found on any of the other 
psychological measures including PTSD.
Fisher’s Exact test revealed a significant association between women reporting a 
history of suicide attempts and suicidal ideation post-rape (p=0.021): six (75%) of 
eight women with a history of suicide attempts reported suicidal ideation post-rape.
Identity o f the assailant and psychological response
A Kruskal-Wallis one-way analysis of variance suggests that womens’ knowledge of 
the identity of her assailant (stranger, acquaintance, and partner/ex-partner) is not 
assoicated with scores on most psychological questionnaires. The only significant 
differences between level of identity of the assailant to the victim and psychological
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measures was found on the EES avoidance and intrusion subscales, with ‘stranger’ and 
‘partner/ex-partner’ identity of assailant groups scoring higher on avoidance items of 
the IES and ‘stranger’ identity of assailant group scoring higher on intrusion items ot 
the IES than the ‘acquaintance’ group on both scales (Table 9).
Table 9 Analysis o f variance on identity o f the assailant to victim and post-rape 
psychological measures
Dependent
variables
Stranger 
Mean SD
Identity of the assailant to the victim
Kruskal-W
Acquaintance Ex-/partner Analysis of 
Mean SD Mean SD H  (df=2)
allis
variance 
p value
GHQ-12 29.20 6.87 20.44 7.35 23.00 7.03 4.25 ns
HADS:
Anxiety
Depression
16.40
11.40
2.61
6.35
12.67
7.00
4.36
5.24
12.40
10.20
4.22
6.50
2.68
2.15
ns
ns
IES:
Avoidance
Intrusion
35.60
31.20
5.18
3.77
24.00
20.44
9.72
8.28
33.40
22.00
3.71
5.57
7.27
7.88
0.026
0.019
PTSD-I:
B: Re-experiencing 
C: Avoidance 
D: Increase arousal
20.20
36.00
32.40
4.38
6.44
2.98
17.44
29.44 
25.89
5.22-
8.79
8.79
15.40
34.40 
29.80
3.91
5.37
4.76
2.88
2.50
1.71
ns
ns
ns
PTSD total 92.40 13.85 72.78 21.27 79.60 12.60 3.69 ns
(Stranger, n=5; Acquaintance, n=9; Ex-Zpartner, n-5)
Time o f the sexual assault in relation to psychological response
The relationship between the number of weeks post-rape and psychological response
was examined using Spearman’s rho (Appendix 9). The timing of the rape was
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negatively correlated with IES avoidance (r= -.481, n=19, p<0.05), indicating an 
inverse relationship between the timing of the rape and IES avoidance. A similar trend 
was found with IES intrusion (r= -.359, n=19, p=0.066). No other correlations were 
found between the number of weeks post-rape and scores on the GHQ-12, HADS, and 
PTSD-I.
Mean IES avoidance and intrusion scores are illustrated below in relation to the time 
since the rape occurred for survivors (Figure 3).
Figure 3 Impact o f Event Scale (IES) and time o f rape
W E S  avoidance 
W E S  intrusion
time of rape
Mean scores for PTSD-I subscales for ‘trauma re-experiencing’, ‘avoidance of stimuli 
associated with trauma’, and ‘increased arousal’ are illustrated below in relation to the 
time elapsed since the rape for survivors (Figure 4).
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Intercorrelations between PTSD and other psychological measures 
Intercorrelations between the PTSD-I, EES intrusion and avoidance, and the GHQ and 
HADS are presented in Appendix 9. Of note EES avoidance positively correlates with 
PTSD-I ‘increased arousal’ subscale (>=.518, n=19, p<0.01) and the PTSD-I total 
score (>=.433, n=19, p<0.05) but not with PTSD-I subscales ‘re-experiencing 
phenomena’ and ‘avoidance’. IES intrusion positevely correlates with PTSD-I ‘re- 
experiencing phenomena’ (r=.712, n=19, p<0.0001).
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3.6 Acceptability of the assessment protocol to participants
Results are reported on 16 women (three forms were incomplete and were excluded 
from the analysis). Fourteen (87.5%) women responded ‘yes’ to the question 
regarding whether they found most of the important issues covered in the interview 
(two women responded ‘not sure’). Fifteen (93.8%) women did not End any of the 
questions too distressing to answer (one women responded ‘not sure’), and none 
found the questions to be insensitive. Fourteen (87.5%) women did not find any of the 
questions difficult to understand. One women responded ‘not sure’ and one women 
found the question on the GHQ regarding having recently “felt that you are playing a 
useful part in things” difficult to understand. Fourteen (87.5%) women felt that the 
interview may be helpful to other women using the Rose Clinic following sexual 
assault (two responded ‘not sure’). Two women made comments about the timing of 
when the interview should take place suggesting not immediately after the rape or not 
on the first clinic visit.
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dn DISCUSSION
This study provides preliminary support for the use of the semi-structured assessment 
procedure and standard screening questionnaires for PTSD and other psychological 
disturbance in women attending an out-patient clinic following sexual assault. Results 
generally suggest a high level of psychological symptomatology in this population with 
significant implications for clinical practice. There are a number of limitations in this 
study which will be discussed in more detail below, however the small sample size and 
selection characteristics (i.e. a group of women accessing medical services and willing 
to participate in a study requiring them to discuss the rape) should be borne in mind 
throughout the following discussion. Results from this study will be discussed in light 
of previous research and theoretical implications. This will be addressed in relation to 
the research questions posed at the outset of the study. Directions for future research
will also be addressed.
4.1 Post-traumatic stress disorder and other psychological 
sequelae post-rape
A high level of trauma was found in this study among women attending an out-patient 
genito-urinary medicine clinic. Seventeen (89.5%) women met the full criteria for 
PTSD. Of the two women who did not meet the full criteria for PTSD, one woman 
was approximately one year post-rape and symptoms may have resolved and one 
woman was interviewed two weeks after the rape. It is possible that the latter woman 
may later develop PTSD symptoms or it may be that she possesses particular resilience 
to trauma. The process underlying individuals’ who appear to have resistances to 
developing trauma remain unclear (Koss & Harvey, 1991). Anecdotally this particular 
woman appeared to have good social support from her family and partner who
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accompanied her on all clinic visits. It should also be pointed out that three women 
who did meet criteria for PTSD could not have received the diagnosis by DSM-III-R 
or DSM Iv  criteria because they had had the symptoms for less than one month at the 
time of assessment. By DSM TV criteria they would be termed to have an ‘acute stress 
reaction’ (APA, 1994). Data on these women were included however since the intent 
was to describe the presence and profile of PTSD symptoms and not simply whether or 
not women had a diagnosis. It can be argued that if women do have PTSD symptoms 
meeting diagnostic criteria even if they are within four weeks of the rape assessing 
these are important for establishing a baseline for recovery or the development of
chronic PTSD.
The profile of PTSD in this population suggest that women do not endorse all 
symptoms but that presence of some symptoms are more likely to occur than others. 
Thus symptoms of emotional reactivity, avoiding thoughts and situations, and intrusive 
thoughts regarding the rape were frequently endorsed whereas ‘flashbacks regarding 
the event occurred infrequently. There are no studies specifically examining patterns 
of PTSD symptoms across different types of trauma although current results resemble 
those reported by Foa et al (1995) in a sample of female victims of sexual or nonsexual 
assault with PTSD. In the above study the percentage of women endorsing PTSD 
symptoms was lowest for ‘sense of foreshortened future’, ‘nightmares’, and 
‘flashbacks’ and highest for ‘hypervigilance’, ‘avoiding thoughts of trauma and 
‘intrusive thoughts’ (Foa et al, 1995). The similarity of the profile of PTSD symptoms 
reported in this study also lend support to Foa et al (1995) proposal of the 
development and maintenance of PTSD symptoms. They highlight the centrality of 
intrusion and arousal symptoms which are perceived as aversive and thereby
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exacerbate avoidance and numbing ( a proposed sub-factor of PTSD which includes 
symptoms of ‘detachment’, ‘restricted affect’, and ‘loss of interest’). Avoidance and 
numbing may then in turn foster increased intrusion and arousal resulting in a vicious
cycle (Foa et al, 1995).
Avoidance and intrusion scores on the IES were very similar to those found in a larger 
American study (n=64) of women who were on average 13 days post-rape (Rothbaum 
et al, 1992). This suggests a consistency of psychological response across these 
populations. The only other UK study measuring post-traumatic stress disorder in 
women following rape was carried out in a sample seeking criminal injuries 
compensation on average nine months post-rape and therefore results can not be 
reliably compared with the present study.
Avoidance on the IES and PTSD-I subscales were not correlated which may suggest 
different constructs are being measured by these questionnaires. The ‘avoidance’ 
subscale on the PTSD-I includes items directly related to avoiding thoughts or 
situations but also includes items such as loss of interest, detachment, restricted affect, 
and a sense of foreshortened future. Foa et al (1995) suggest that the latter symptoms 
along with ‘increased irritability’ and ‘concentration difficulties’ load onto a factor 
termed ‘numbing’ distinct from the avoidance symptom cluster in DSM-H-R. This 
study has insufficient numbers to examine the symptom structure of PTSD further but 
the lack of correlation between the questionnaires and that some of the symptoms 
listed under the avoidance subscale at least on face value seem to be descnbmg 
different phenomena suggest measuring PTSD by the DSM-III-R symptom clusters 
alone may be misleading.
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With regard to other psychological symptomatology this study again Suggests the 
pervasiveness of anxiety symptoms in the aftermath of rape with 74% of women in this 
study within the ‘definite case’ range of the HADS. A high level of anxiety following 
rape has been reported in a number of American studies (e.g. Kilpatrick et al, 1981; 
Calhoun et al, 1982). One UK study found elevated levels of anxiety measured by 
the SCL-90 in 12 women post-rape but that this declined in the majority of cases at the 
end of the four month data collection (Mezey & Taylor, 1988). In this study the high 
level of anxiety at the time of assessment (mean = 13.2 weeks post-rape) suggests a 
more chronic response but unfortunately follow-up data is not available. In contrast 
depression was half as prevalent with only seven (37%) women scoring within case 
range on the HADS. All of the latter also had ‘definite case’ anxiety on the HADS 
suggesting an interaction between anxiety and depression in these women. Anxiety 
correlated with all PTSD measures while depression correlated with PTSD measures 
excepting ‘re-experiencing’ phenomena on the PTSD-I and ‘intrusion’ on the EES 
suggesting a contrasting interrelationship. While the correlation between anxiety and 
PTSD may be as expected (PTSD is a subclassification of anxiety disorders in the 
DSM-III-R) the relationship between depression and PTSD remains unclear. These 
results suggest that depression is more likely to be associated with ‘avoidance’ 
subclassification of PTSD post-rape. It could be that avoidance will be overall 
associated with more chronic psychological reactions to rape including depression 
whereas intrusion results in a greater degree of exposure to the trauma thereby 
increasing opportunity for emotional processing of the event. The interrelationship 
between PTSD and other psychological responses post-rape remain largely 
unexplored. However understanding the relationship between depression and PTSD
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symptoms may have important clinical implications (e.g. are individuals with 
depression less likely to present for help post-rape due to predominant avoidance 
PTSD symptoms?).
Of note in this study was the prevalence of suicidal ideation (42%) in women post­
rape. This result is consistent with rates of suicidal ideation reported in American 
studies (e.g. Ellis et al, 1981; Kilpatrick et al, 1985). One woman had made a suicide 
attempt by self-stabbing one month after the rape but was not actively suicidal at the 
time of assessment. As might be expected a history of suicide attempts prior to the 
rape was associated with the presence of suicidal ideation post-rape. None of the 
women were on clinical assessment actively suicidal. It is important to note though 
that, firstly, the level of psychopathology in this group suggest the need for specialised 
assessment skills and, secondly, that none of the standardised psychological screening 
questionnaires used in this study ask questions regarding suicidality. These two issues 
will be returned to below under a general discussion of the assessment procedure but 
firstly relationships between the variables will be examined.
4.2 Interaction between previous history, assault-related variables and 
psychological response
Most previous studies report a relationship between previous victimisation and/or 
psychiatric history and post-rape psychological functioning (Steketee & Foa, 1987). 
No association was found between these historical variables and current psychological 
functioning in this study. Nevertheless a history of prior victimisation and/or history of 
psychiatric consultation was found in 42% of this small sample suggesting an overall 
high level of vulnerability. The lack of association between these historical variables 
and post-rape psychological association may be partially explained by the recency of
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the sexual assault in this sample (both variables are associated with poorer long-term 
recovery and may not predict immediate response, e.g. Burgess & Holstrom, 1978; 
Atkeson et al, 1982; Ruch & Leon, 1983). Results may also have been influenced by 
including all forms of previous victimisation (e.g. child sexual abuse, adult rape, 
domestic violence) in one group. These were included in one group due to small 
numbers but it is possible that psychological response may be different between, for 
example, an individual with a one-time previous experience of adult rape and an 
individual who spent ten years within a violent marriage.
The relationship between reporting the rape to the police and psychological response is 
not well researched but is likely to be complex. It may not be worthwhile examining 
separate from whether or not the rape is ‘crimed’ and court proceedings ensue. In this 
study eleven (58%) women reported the rape to the police but in only two cases was 
the assailant in custody. Women reported realistic fears of the assailant finding them 
again (e.g. one woman reported that her address had been read aloud in court in the 
presence of her assailant at a preliminary hearing) and therefore it should not be 
assumed that reporting to police may reduce anxiety by a greater sense of safety. In 
any case no significant relationship was found between reporting or not reporting to 
the police and any of the psychological measures although a trend is reported for 
women who reported to the police to have higher PTSD symptoms of ‘intrusion’ and 
‘post-trauma re-experiencing’. It should also be noted that the number of women 
reporting the rape to the police is generally higher in this sample than that found in 
population prevalence studies (e.g. Koss et al, 1987) or more specifically in a 
genitourinary clinic population (Petrak et al, 1995). This may be a function of that
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women were recruited from the specialised sexual assault service existing within the 
GUM clinic and in some cases were initially referred to the service by the police.
Several authors refer to the ongoing implications of testing for sexually transmitted 
diseases including HIV as contributing to the psychological impact of rape (Lazio et al, 
1991; Koss & Harvey, 1991). No significant association was found between the 
presence of STDs and psychological measures or whether or not an individual had 
tested for HIV and psychological measures in this study. However as above 
interrelationships between these variables and psychological response are likely to be 
complex. Vaginal infections may range from those which are easily treatable (e.g. 
Candidosis) to those which require more invasive treatment (e.g. genital warts) and 
those which are chronic (e.g. Herpes simplex) with consequent different meanings to 
the individual. Furthermore the STD may not be attributable to the sexual assault and 
may reflect pre-existing pathology. Testing for HIV may also be ascribed different 
meanings for the individual based on her knowledge of the assailant and assessment of 
his potential to be HIV-infected or on her knowledge of risk behaviours she might 
have previously or is concurrently engaged in. While no direct association was found 
between HIV testing and psychological measures, several women mentioned this as a 
specific fear entailing prolonged clinic visits post-rape. A few women also mentioned 
a perceived unfairness that the assailant was not required to undergo screening for 
STDs and HIV as well. No women at the time of assessment had tested HIV-antibody 
positive. There are no empirical data to predict the HIV transmission risk for victims 
of sexual assault although it is likely to be no higher than the rate from single incidents 
of unprotected intercourse (Laszlo et al, 1991). Since testing for STDs and HIV for 
the majority of individuals results in no diagnoses being made it is also likely that many
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individuals feel relieved. Furthermore, other aspects of STD screening (e.g. the 
vaginal examination) may also be potentially traumatic for the individual following rape 
and thus the effect of STD screening on psychological response remains unclear. 
Identity of the assailant to the victim was explored in relation to psychological 
measures and PTSD and results suggest that the group reporting rape by a stranger 
were not the same on avoidance and intrusion items of the DES as groups reporting 
rape by acquaintances or partners or ex-partners. This results is difficult to explain in 
the light of previous literature which generally do not report any difference in 
psychological functioning post-rape when knowledge of the assailant is considered 
(Steketee & Foa, 1987; Koss et al, 1988). However most studies have not used 
standard measures of PTSD. These findings suggest that if there is a difference in 
effect between the degree of knowledge of the assailant than it may be found in levels 
of PTSD. Foa et al (1989) have proposed that cognitive variables such as perceived 
threat, predictability, and controllability are central to the development and 
maintenance of PTSD. Therefore extrapolating to these findings it may be that the 
above cognitive variables are more certainly to be affected in rape by a stranger 
(although they may also be in rapes by someone known to the victim). Thus it may be 
that different emotional and cognitive processes are affected by the degree of 
knowledge of the assailant, for example, sense of betrayal, self-blame and guilt may be 
more likely to be activated in rapes by known assailants. This is partially supported by 
Cluss et al (1983) who report that greater threat to the victim was associated with 
higher self-esteem. Examining the victims relationship to the assailant apart from other 
variables associated with the context of the assault may also obscure meaning. Thus,
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for example, in this study four of the five rapes by strangers occurred outdoors and 
weapons were more likely to be threatened with use.
A further methodological difficulty is defining the level of knowledge of the assailant. 
For example, individuals were categorised into the ‘acquaintance’ group based on 
some prior contact with the assailant which may have been someone she met 
immediately prior to the rape or someone she had known for a longer period of time 
but with limited contact. In this study women were further categorised into a 
‘partner/known well’ group. This is probably lends more accuracy than, for example, 
Bownes et al (1991) who compared stranger and acquaintance assaults but included 
relatives, boyfriends, neighbours and friends in the latter group.
Results remain inconclusive regarding the interrelationship between historical and 
contextual variables and psychological response post-rape from this study and from 
others perhaps reflecting the problem of attempting to measure complex human 
experience which does not lend itself well to categorisation. Nevertheless assessment 
of such variables are not so much of theoretical relevance as they are of clinical 
relevance. An individual’s history and the context of the sexual assault are essential to 
understanding what resources an individual brings with them into the current situation 
and consequent response.
4.3 Coping and social support post-rape
Strategies that women use to cope with the aftermath of rape have not been examined 
in previous studies since most tend to focus on aversive effects. The exception to this 
are studies examining women’s use of social support and effect upon recovery (e.g. 
Burgess & Holmstrom, 1979; Baker et al, 1991). Coping and social support were not
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the specific focus of this study but results obtained suggest these are important areas 
for assessment and for future research.
Women used various ways of coping which resemble those developed by Folkman & 
Lazarus (1980) including emotion-focused and problem-focused coping. A third 
category emerged from responses women made about specific ways of coping relating 
to utilising social support. In response to the question regarding specific ways of 
coping women reported statements using support focused coping in addition to 
emotion or active coping but not emotion and active coping suggesting a distinction 
between the latter strategies. This requires further elucidation by possibly using 
standard measures of coping but if women are using distinct ways of coping this may 
have practical relevance towards the suitability and success of specific therapeutic 
interventions. Furthermore the interaction between PTSD and coping mechanisms 
remain unexplored but it would seem that some of the statements made may be more 
reflective of avoidance (e.g. to get more involved in work”) or intrusion symptoms 
(e.g. I tried to block it out”) as opposed to ways of coping.
Results on whom women tell about the rape suggest that the majority do tell significant 
others although response from these may not always be helpful. In this small sample it 
is nevertheless pertment that of women who were unable to tell family members, two 
were of South Asian origin, suggesting cultural differences may be relevant to the 
availability of social support. Indeed both women suggested that for them reasons for 
not telling significant others was related to what was acceptable within their culture. 
Women suggested that telling others was often associated with emotional discord and 
for a few their relationship subsequently ended or an agreement was reached not to 
talk about the rape. There is little available research on the effect of sexual assault on
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survivors intimate relationships but the quality of social support available is likely to 
be crucial to recovery.
The majority of women (68%) were not receiving any form of counselling from 
professional support services. This may reflect in part the recency of the rape for the 
majority of women in this study (i.e. within three months) and for some an ambivalence 
about using professional support services. Of six women who were receiving 
counselling only one woman reported it to be helpful. Many authors’ make reference 
to the importance of counselling provision for women who have been raped but there 
seem to be few clear guidelines regarding what should be provided and by whom. 
Trauma symptomatology and prevalent suicidal ideation in this sample suggest a need 
for specialised input and it likely an area where clinical psychology will become more 
involved particularly with the expansion of work within genitourinary medicine clinics. 
There is a current gap in the literature for studies evaluating therapeutic interventions 
post-rape including counselling.
4.4 The assessment procedure and clinical implications
The assessment procedure was generally acceptable to women participating in the 
study. However there was some comment about the timing of when such an interview 
should take place and two women thought it should not happen on the first clinic visit 
or immediately after the rape. Women may have had to recount the details of the rape 
to several others (e.g. police, solicitors) prior to attending clinic and the above 
comments may be a reflection of this. Due to using the assessment procedure in this 
study to explore specific research questions it is perhaps over-inclusive and requires 
modification for clinical use. However, results suggest that psychological response to
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rape is complex and therefore assessment at least prior to psychological intervention 
should include background variables, PTSD, anxiety and depression, suicidality, social 
support, coping, and the context of the rape. The assessment could be carried out 
over several clinic visits.
The Rose Clinic semi-structured interview is currently being modified for use by the 
clinic doctors working with sexual assault. This will not include the standard 
psychological questionnaires because interpretation of these requires psychological 
skills both to interpret and to act upon. However guidelines and training are provided 
for detecting psychological disturbance in women post-rape and the assessment 
procedure will augment training enabling decisions regarding referral to clinical 
psychology.
The results of this study have a number of clinical implications. Firstly the high level of 
psychological disturbance found in this population have a direct impact on clinical 
psychology resources. As mentioned above seven participants were offered referral to 
clinical psychology following assessment which was not necessarily an anticipated 
result of the study. It does however suggest that conducting research in this area 
should not be considered without having adequate support services to refer 
participants to. Secondly there is an urgent need to consider the level of support 
offered post-rape. It may be that counselling by volunteers with limited training (e.g. 
Victim Support) is not in all cases sufficient or even helpful. Interventions may need to 
be specialised and targeted towards PTSD. Foa et al (1995) recently reports 
encouraging results in a small study of a brief cognitive-behavioural intervention 
provided to women (n=10) shortly after the rape targeted towards arresting the 
development of chronic PTSD. Results suggested significant reductions in PTSD in
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the brief intervention group compared to an assessment control group at follow-up 
(10% of the former group met criteria for PTSD versus 70% of the latter group at five 
and a half months post-assault). The intervention also had a significant effect in 
decreasing depression in the intervention group. This intervention comprised of 4-6 
hours of clinical contact offered within 6 to 21 days after the rape. The clinical 
psychology service offered to the Rose Clinic based on the results of the current study 
and clinical practice is currently re-evaluating the protocol of when women are referred 
to the service (i.e. this usually occurs at least three months post-rape when more 
chronic psychological disturbance including PTSD is evident in a proportion of 
individuals, Rothbaum et al, 1992). If an early cognitive-behavioural crisis intervention I 
programme can reduce the prevalence of long-term psychological difficulties this may = 
have significant effects on psychological resources. This question will be evaluated in 
the next phase of this study.
4.5 Limitations of the study
The results of the present study should be considered with caution. First, a major 
limitation of this study is the small sample size. These may not have been 
representative of the population of female sexual assault survivors using the 
genitourinary medicine clinic. Not all women attending within one year of a sexual 
assault were referred during the data collection period. Referral was dependent on 
clinic doctors introducing the research information sheet and contacting the researcher. 
In a busy medical clinic setting this was not always possible. The researcher was not 
always available to collect data coinciding with when women attended the clinic (i.e. 
attendance is not predictable or confined to specific clinic times) due to other clinical
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commitments. Data collection would be improved by having a full-time research 
assistant to be on hand to recruit and conduct interviews as women attended the clinic. 
Second, this study, as is characteristic of all studies of rape survivors, is vulnerable to 
sample bias. All women were attending for medical help following sexual assault and 
therefore may be unrepresentative of the population of female sexual assault survivors 
as a whole. As mentioned above a greater proportion of women in this study had 
reported the rape to the police than might be expected from population surveys of rape 
(e.g. Koss, 1995; Petrak et al, 1995). Furthermore the finding that 42% of women had 
a history of prior victimisation and/or prior psychiatric contact may indicate a degree 
of bias in relation to the high level of psychological disturbance found in the sample. 
Some studies of sexual assault exclude individuals who have such histories presumably 
to achieve a more ‘pure’ reflection of psychological disturbance post-rape. However it 
can be argued that with the high lifetime rate of sexual assault found in population 
surveys to exclude individuals with psychiatric or victimisation histories would in itself 
create a sample bias. Due to the research being necessarily restricted to the post­
assault period it is not possible to determine pre-assault levels of functioning. 
However the rate of prior victimisation and psychiatric consultation found in this study 
is likely to be fairly representative of what might be expected in an inner-city low 
socio-economic population. In addition research in this area is obviously dependent on 
retrospective reports of the sexual assault and recollection may have been limited for 
some women.
A further limitation relates to low number of South Asian women amongst the sample 
which is not representative of the ethnicity of clinic attenders or of the local East 
London population. The prevalence and impact of rape is not known amongst this
, 290
!
population although of the few women of Bangladeshi or Indian origin seen by the 
author following sexual assault there seems to be considerable fear directed towards 
the rape being disclosed to other community members by being seen attending the 
clinic.
Related to the method of data collection results could have been improved by including 
measures of coping and social support. However these constructs were not the 
primary focus of this study.
Finally in order to meet DSM IV (APA, 1994) criteria including the distinction 
between acute stress and post-traumatic stress disorder future research will have to 
revise current methods of assessing PTSD.
4.6 Future research directions
As might be expected this study probably raises more questions than it answers. It 
would obviously benefit from replication in a larger sample enabling more generalisable 
results. It remains unclear from this study of which variables associated with the 
sexual assault are most implicated in psychological outcome and any such 
interrelationship require further study. It would also be of theoretical interest to 
include survivors of other types of trauma allowing for comparison between the profile 
of PTSD symptoms found in these populations. The structure of PTSD and whether 
the current symptom clusters of re-experiencing phenomena, avoidance, and increased 
arousal accurately reflect the range of psychological phenomena seen in the aftermath 
of trauma requires further study. A larger number of participants would also allow 
comparison between individuals reporting distinct PTSD symptoms and if there is any 
relationship with background or assault variables. The question regarding whether
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different types of coping may lead to different psychological outcomes has not been 
explored. As mentioned above one important implication of this research is the impact 
of the findings in reviewing the current protocol of when psychological intervention is 
offered. The next step will be to evaluate the psychological treatment offered with 
reference to the time when the sexual assault occurred and follow-up the course of 
PTSD and other psychological disturbance in this sample. Finally future research 
needs to be directed at non-treatment seeking populations. There are currently no 
community prevalence studies of PTSD and other psychological disturbance in sexual 
assault survivors in the United Kingdom.
4.7 Conclusion
The small number of participants studied make definitive conclusions inappropriate. It 
is also of course not possible to generalise findings from this clinical sample to the 
wider population of women who have been sexually assaulted. Nevertheless this 
group of sexual assault survivors attending an inner-city genitourinary medicine clinic 
present with a high level of psychological disturbance in the year following sexual 
assault. It is not clear from this study which variables related to participants’ history 
and the sexual assault are associated with psychological response. Women used 
different coping mechanisms which resemble active and emotional focused coping. 
Most women found the assessment procedure acceptable and not distressing in itself. 
Results of this study have significant resource implications for clinical psychology and 
there is an urgent need to develop and evaluate psychological intervention programmes 
in this area. The psychological aftermath of rape continues to be not well understood
in the United Kingdom amongst medical, legal, and judicial institutions and continuing 
research in this area is vital towards improving the treatment of women.
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INVESTIGATOR’S SIGNATURE:................................................ ........................
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Appendix 3
ROSE CLINIC SEMI-STRUCTURED INTERVIEW (PILOT)
ATTENDANCE DATE:
CLINIC NO:
BACKGROUND INFORMATION:
CLINIC NO:______________ AGE:____DOB:________ OCCUPATION:.
SEXUALITY: MET /  HOMO / BISEX C of BIRTH:
1- WHITE 4.BLACK OTHER /.BANGLADESHI
2. BLACK CARIB 5.INDIAN 8.CHINESE
3.BLACK AFRICAN 6.PAKISTANI 9 .OTHER
MARITAL STATUS: SINGLE /  CO-HABITING /  MARRIED /
S E P A R A T E D /D IV O R C E D /W ID O W E D
EDUCATION: Age finished school/full-time education:_________
SCHOOL / COLLEGE / UNIVERSITY
HISTORY OF ASSAULT: DATE and TIME (am/pm):.
AT TIME OF ASSAULT: AGE:_______ OCCUPATION:
(if different from above)
MARITAL STATUS: SINGLE / CO-HABITING /  MARRIED /
SEPERATED /DIVORCED / WIDOWED
CIRCUMSTANCES OF THE ASSAULT:
WHERE DID THE ASSAULT OCCUR: UK /ABROAD (specify).
LOCATION/SETTING: Own home Assailant's home Indoors Outdoors
(specify) (specify)
DURATION OF ASSAULT (specify if multiple assaults):__________
NO. OF ASSAILANTS: 1 2 3 4 5 m ore_______
RELATIONSHIP OF ASSAILANT TO VICTIM:
stranger acquaintance partner date authority figure relative/in-law other
(specify) (specify)
ASSAILANT(S) CHARACTERISTICS:
Gender  Approximate a g e  Race/ethnicity____________
Use of alcohol or drugs (specify)______________________________
SEXUAL ASSAULT:
VAGINAL
ANAL
ORAL (assailant to victim) 
ORAL (victim to assailant) 
PENETRATED BY FINGERS
penetrated/attempted/ejaculated
penetrated/attempted/ejaculated
penetrated/attempted/ejaculated
penetrated/attempted/ejaculated
vaginal/oral/anal
FORCED OTHER ITEMS IN (specify) vaginal/oral/anal 
EJACULATED AGAINST BODY clothing/hair/face/neck/breasts/other 
USED condom lubricant
ASSAULT WITNESSED BY OTHER PEOPLE/CIRCUMSTANCES (specify): 
OTHER ASSAULT (eg. licked, sucked, bit, spat on, specify):
PHYSICAL ASSAULT:
WEAPON knife
PATIENT
threatened
punched
hand over 
mouth
cigarette
bums
cut
gun
seen
held tightly 
gagged
scratched
stabbed
forced to walk or crawl long distance
given drugs or alcohol (specify):____
other:______________________ ______
INJURIES (specify):
other
used
bound
attempted
strangulation
urinated on 
bitten
other
masked
noxious 
chemical used
SOCIAL SUPPORT:
Do you have anyone that you feel you can talk to about what you have been through? yes/no 
Whom have you told and how have they responded to you since the assault?
Family:.
Partner:.
Friends:
Work colleagues:.
Employers:_____
GP:
Other medical staff:
Other professional
agencies (eg. Victim Support, Rape Crises): 
Other:
Response:.
Response:
Response:
Response:
Response:
Response:
R esponse:.
Response:. 
R esponse:.
PERSONAL THREATS: Were you threatened in some way?
Threatened with: death disfigurement physical injury
loss of job/ harm to loved repeat rape
income ones
other (specify)
Did the assailant speak to you at all?
What type of things were said:
Threats (as above)
Orders: ______________________________________________ _________________
Ploy used to gain access (confidence line):_________
Personal inquiries:   ■
Forced to wash afterwards:_______________________________________________
Personal revelations by assailant:_________ _________________________________
O bscene names/racist remarks:___________________________________ _______
Exploitation of victim's forced sexual response (eg. "you like it"):
Apologies/safe retum/socialisine:________________ _________________
Sexual put-downs:_______________________________ ________ _______ ________
Possession of victim statements: ______________
Taking property from another male (partner statements):
Any other relevant statements mentioned:___ ________
OTHER CRIMES AT TIME OF ASSAULT: 
destruction of property burglary other (specify)
REPORTING TO OTHERS:
Source of referral to Rose Clinic:
self to Rose self to AKC/disclosed to doctor police GP
other (specify): ____________________ ______ _ ____
Reported to police: yes / no
Time between reporting to police and assault:______________________
Time between reporting to police and clinic attendance:___________________
If no, reasons for non-reporting to police:
If reported to police, has the assailant been apprehended? yes / no 
If yes: in custody / on bail
Will the case be going to court? yes /  no if yes, when:______
If no, reasons for not going to court:
How would you describe your treatment by the police?
1 very poor
2 poor
3 no strong feelings
4 good
5 very good
How would you describe your treatment by the forensic examiner?
1 very poor
2 poor
3 no strong feelings
4 good
5 very good
Sex of forensic examiner: M /  F
Was the gender of the FME/Doctor that of your choice: yes /  no / not given choice 
How would you describe your treatment at court?
1 very poor
2 poor
3 no strong feelings
4 good
5 very good
Was your sexual history disclosed in court? yes /  no 
What was the result of your court case?
Other comments about being at court:
RESPONSE/AFTERMATH OF THE ASSAULT:
Have you made any changes in your lifestyle in response to the assault?
Change in: residence relationships job/shift/hours worked
(specify)
telephone sleep habits life/career goals
number
eating habits use of alcohol/drugs increased/decreased/same
increased vigilance in checking locks, etc 
Other conseqences of assault:
Development of: physical illness/somatic complaints/permanent disability
(specify)
emotional/mood disorder 
sexual difficulties 
sexually transmitted diseases 
Pregnancy: TOP / miscarriage /  birth
Tested for HIV (victim): yes /  no Result: positive / negative /  nk /  awaiting result
Tested for HIV (assailant): yes /  no Result: positive / negative /  nk /  awaiting result
CURRENT MOOD STATE AND COPING:
General appearance and mood state:
(Note: Suicidal ideation and attempts)
How do you feel you have coped since the assault?
Have you done anything in particular which you think has helped you cope?
Have you received any counselling following the assault? yes / no
If yes, when and by whom:_____________________________
Approximate no. of session s:________
Are you still attending counselling? yes /  no
Would you describe you contact with your counsellor as:
1 very helpful
2 helpful
3 no strong feelings
4 unhelpful
5 very unhelpful
If you have not received any counselling, do you feel that seeing a counsellor may help with 
any problems that have arisen? yes /  no /  not sure
PAST MEDICAL/PSYCHIATRIC/ASSAULT HISTORY:
Any significant illnesses in the past:
Did any of these require hospitalisation:
At the present time, would you say that your physical health is:
1 very good
2 good
3 fair
4 poor
5 very poor
Any significant problems with your moods in the past:
Have you ever seen  a psychiatrist / psychologist in the past? yes / no 
If yes, reason and approximate date(s):
Have you ever been in hospital for mental health problems? yes / no 
If yes, reason and approximate date(s):
Have you ever made an attempt on your life in the past? yes / no 
If yes, method and approximate date(s):
Have you in the past ever had any other distressing events happen to you? 
(specify detail/date(s))
bereavement crime divorce
loss of job loss of home domestic violence
child sexual abuse sexual assault physical assault
other ________________________________________________________________
OTHER INFORMATION:
HADS: ANXIETY DEPRESSION
GHQ SCORE:
IMPACT OF EVENT SCALE: INTRUSION AVOIDANCE
PTSD INTERVIEW:
n U U C l l U - L A  M"
QUESTIONS ABOUT THE INTERVIEW:
DID YOU FIND THAT MOST OF THE IMPORTANT ISSUES CAME OUT IN 
THE INTERVIEW? YES / NO / NOT SURE
IF NO, WHAT ISSUES DO YOU THINK WERE MISSED:
DID YOU FIND ANY OF THE QUESTIONS TOO DISTRESSING TO ANSWER?
Y E S/N O /N O T  SURE
IF YES, WHICH QUESTIONS:
DID YOU FIND ANY OF THE QUESTIONS TO BE INSENSITIVE? 
Y E S /N O /N O T  SURE
IF YES, WHICH QUESTIONS:
WERE ANY OF THE QUESTIONS DIFFICULT TO UNDERSTAND? 
Y E S /N O /N O T  SURE
IF YES, WHICH QUESTIONS:
DO YOU THINK AN INTERVIEW LIKE THE ONE YOU HAVE JUST HAD 
MAY BE HELPFUL TO OTHER WOMEN ATTENDING THE ROSE CLINIC 
FOLLOWING SEXUAL ASSAULT? YES / NO / NOT SURE
ANY COMMENTS:
PTSD INTERVIEW (PIS 
DSM-III-R Version
Charles G. Watson. Ph.
tcrans Administration Medic 
St. Cloud, Minnesota 56
enter
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RATING KEY
No Very little A little Somewhat Quite a bit Very much Extremely
Never Very rarely Sometimes Commonly Often Very often Always
I 2 3 4 5 6 7
 : B-l. Have upsetting memories of (cite the stressor listed above here and in each item below) fre­
quently pushed themselves into your mind at times?
 B-2. Have you had recurring unpleasant dreams about (the stressor)?
 B-3. Have you ever suddentiy acted or felt as if (the stressor) were happening again? This includes
flashbacks, illusions, hallucinations or other “re-livings" of the event, even if they occur when 
you arc intoxicated or just waking up.
 B-4. Have things that reminded you of (the stressor) sometimes upset you a great deal?
 C-l. Have you ever tried to avoid thinking about (the stressor) or feelings you associate with it?
 C-2. Have you sometimes avoided activities or situations that remind you of (the stressor)?
 C-3. Have you found you sometimes couldn’t remember important things about (the stressor)?
 C-4. Have you lost a lot of interest in things that were very important to you before (the stressor)?
 C-5. Have you felt more cut off emotionally from other people at some period than you did before
(the stressor)?
 C-6. Have there been times when you felt that you did not express your emotions as much or
as freely as you did before (the stressor)?
 C-7. Have there been periods since (the stressor) when you felt that you won’t have much of a
future—that you may not have a rewarding career, a happy family, or a long, good life?
 D-l. Have you had more difficulty falling asleep or staying asleep at times than you did before
(the stressor)?
 D-2. Have you gotten irritated or lost your temper more at times than you did before (the stressor)?
 D-3. Have there been periods since (the stressor) when you had more trouble concentrating than
you had before it?
 D-4. Have there been times when you were more overly alert, watchful, or super-aware of menac­
ing noises or other stimuli than you were before (the stressor)?
 D-5. Have there been times since (the stressor) when unexpected noise, movement, or touch startled
you more than they did before?
 D-6. Have things which reminded you of (the stressor) made you sweat, tense up, breathe hard,
tremble, or overrespond in some other physical way?
------------E-l. Have you had these problems at least a few times a week for at least a month sometime since
(the stressor)?
_______ E-2. Have you had these problems at least a few times each week over the past month?
When did these feelings or problems first occur (month and year)?  __________________________
SUMMARY
Does the interviewee meet the DSM-III-R criteria for:
Section A. History of trauma
(“yes'1 response to item A-3?) Yes   No__________
Section B. Trauma rccxpericncing
(at least one "4" or higher response
to items B-l, B-2, B-3, and/or B-4)? Yes_________  No_________
Section C. Avoidance of stimuli associated with trauma 
(at least three “4" or higher responses to items
C-l, C-2, C-3, C-4, C-5, C-6, and/or C-7)? Y es__________  No__________
Section D. Increased arousal
(at least two “4" or higher responses to items
D-l, D-2, D-3, D-4, D-5, and/or D-6)? Yes_________  No_________
A lifetime PTSD diagnosis ("yes" responses to 
Summary Sections A, B, C, and D, and to item E-l). Yes - No ________
A current PTSD diagnosis ("yes" responses to 
Summary Sections A, B, C, D, and to item E-2. Yes ' No _ _ _ _ _ _
PTSD-I Overall Frequency/Severity score 
(Sum of items B-l through D-6). ______ _______________
3
Rahncj Key
No Very little A little Somewhat Quite a bit Very much Extremely
Never Very rarely Sometimes Commonly Often Very often Always
1 2 3 4 5 6 7
PTSD-I Norms
PTSD-I total scores of 89 Vietnam veterans volunteering to participate 
in a PTSD research project at St. Cloud VA Medical Center
Mean - 76 SD - 24
Percentile Ranks
Raw Percen
27 2
37 5
45 10
51 15
56 20
60 25
63 30
67 35
70 40
73 45
76 50
79 55
82 60
85 65
89 70
92 75
96 80
101 85
107 90
115 95
125 98
Charles G. Watson, Ph.D.
TMP4CT OF FrVFiNT SCALE (Mardi Horowitz et al)
On___________ you experienced__ ____ ___________________________________
(date) (life event)
Below is a list of comments made by people after stressful life events. Please check each item, 
indicating how frequently these comments were true for you DURING THE PAST SEVEN DAYS. 
I f  they did not occur during that time, please mark the "not at ail" column.
FREQUENCY
Not at ail Rareiv Sometimes Often
1. [ thought about it when I didn't mean to. 0 1 2 3
2 .1 avoided letting myself get upset when I thought 
about it or was reminded of it. 0 1 2 3
3 .1 tried to remove it from memory 0 1 2 -
4 .1 had trouble failing asleep or staying asleep, 
because of pictures of thoughts about it that came into 
my mind. 0 1 2 3
5.1 had waves of strong feelings about it. 0 i 2 3
6 .1 had dreams about it. 0 I 2 3
7 .1 stayed away from reminders of i t 0 1 2 3
8.1 felt as if it hadn't happened or-it wasn't real. 0 1 2 3
9 .1 tried not to talk about it. 0 1 2 3
.10. Pictures about it popped into my mind. 0 1 2 3
11. Other things kept making me think about it. 0 1 2 3
12.1 was aware that I still had a lot of feelings about 
it, but I didn't deal with them.: 0 1 2 3
13.1 tried not to think about it. 0 1 2 3
14. Any reminder brought back feelings about it. 0 1 2 3
15. My feelings about it were kind of numb. 0 1 2 3
Intrusion subset = 1,4,5,6,10,11,14: avoidance subset = 2,3,7.8.9,12,13,15.
n u ucuu j-a /
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Please read this carefully.
We should like to know if you have had any medical complaints and how your health has been in general, over 
the last few weeks. Please answer ALL the questions simply by underlining the answer which you think most 
nearly applies to you. Remember that we want to know about present and recent complaints, not those that
you had in the past.
It is important that you try to answer ALL the questions,
Thank you very much for your co-operation.
____  ________________ D ate................................................ ..
HAVE YOU RECENTLY:
1 -  been able to concentrate 
on whatever 
you’re doing?
Better 
than usual
Same 
as usual
Less
than usual
Much less 
than usual
2 -  lost much sleep 
over worry?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
3 -  felt that you are playing a 
useful part in things?
More so 
than usual
Same 
as usual
Less useful 
than usual
Much less 
useful
4 -  felt capable of making 
decisions about things?
More so 
than usual
Same 
as usual
Less so 
than usual
Much less 
capable
5 -  felt constantly 
under strain?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
6 -  felt you couldn't 
overcome your 
difficulties?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
7 -  been able to enjoy
your normal day-to-day 
activities?
More so 
than usual
Same 
as usual
Less so 
than usual
Much less 
than usual
8 -  been able to face up to 
your problems?
More so 
than usual
Same 
as usual
Less able 
than usual
Much less 
able
9 -  been feeling unhappy and 
depressed?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
10 -  been losing confidence in 
yourself?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
11 -  been thinking of yourself 
as a worthless person?
Not 
at all
No more 
' than usual
Rather more 
than usual
Much more 
than usual
1 2 - been feeling reasonably 
happy, all things 
considered?
More so 
than usual
About same 
as usual
Less so 
than usual
Much less 
" than usual
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Date:
Name:
Doctors are aware .ha. emotions play an important par. in mos, illnesses. I. your doctor knows about these tee,logs he will be able to 
Thfs questionnaire is designed to help your doctor to know how you teei. Read each item and.place atirm tick in the box opposite the 
D o n l 'a k e t i »  long ove *your r^es^u^rmrledSe TOCtiafto Mdilttni will probably be more accurate titan a long thought-out
response.
I feel tense or ‘wound up':
Most of the t im e  .........
A lot of the t im e ...................
. Time to time, Occasionally 
Not at all ...............................
Tick only one box in each section
I feel as if I am slowed down:
Nearly all the tim e ................
Very o fte n ...............................
Sometimes  ...........................
Not at all ...........................  -
I still enjoy the things I used to enjoy:
Definitely as m u ch ..............................
Not quite so much  ...........................
Only a little ........................  •—
Hardly at all ..........................................
I get a sort of frightened feeling as if 
som ething awful is about to happen:
Very definitely and quite badly.........
Yes, but not too b ad ly ........................
A little, but it doesn’t worry me .........
Not at all ........................... ....................
I can laugh and s e e  the funny side of 
things:
As much as I always could .............. •
Not quite so much now ......................
Definitely not so much n o w ...............
Not at all  ............................................
Worrying thoughts go through my 
mind:
A great deal of the tim e.................... -
A lot of the t im e .......................  -
From time to time but not too often .. 
Only occasionally ...............................
I feel cheerful:
Not at all ............
Not often  .......
Sometimes .......
Most of the time
I can sit at ease and feel relaxed:
Definitely .......................................
Usually ................................... ........
Not o ften .........................................
Not at all
P
I get a sort of frightened feeling like 
butterflies' in the stomach:
Not at all ........ .......... ........ ..................
O ccasionally.......................................
Quite o ften ..........................................
Very o ften ...........................................
I have lost interest in my appearance:
Definitely ................................................
I don't take so much care as I should. 
I may not take quite as much care .... 
I take just as much care as ever .......
I feel restless as if I have to be on the 
move:
Very much indeed ................................
Quite a l o t  ............. .......................
Not very much .......................................
Not at all ....... .........................................
I
P
I look forward with enjoyment to things:
As much as ever I did ...............................
Rather less than I used t o ........................
Definitely less than I used to  ............
Hardly at all ...............................................
I get sudden feelings of panic:
Very often indeed ....................
Quite o ften .................................
Not very often ...........................
Not at all ....................................
I can enjoy a good book or radio or TV 
programme:
O ften...........................................................
Sometimes ...............................................
Not o ften .......................... .........................
Very seldom .............................................
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